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tf¥ Preface 

THIS  book  presents  the  results  of  a  study  of  psychiatric 
social  work  that  was  undertaken  when  the  American 

Association  of  Psychiatric  Social  Workers  realized  the  need 

to  make  available  information  concerning  the  field  and  func- 
tion of  this  young  and  growing  service.  Begun  with  the  aid 

of  a  grant  from  the  Commonwealth  Fund,  the  study  has  been 

conducted,  from  its  inception  to  the  publication  of  its  results 

in  the  present  volume,  under  the  supervision  of  the  Associa- 

tion's Advisory  Committee  on  Standards. 
The  first  task  was  the  gathering  of  factual  data  relative 

to  where  and  how  psychiatric  social  work  is  carried  on.  This, 

and  the  study  by  special  committees  of  the  function  of  psy- 
chiatric social  workers  in  various  parts  of  the  general  field, 

occupied  the  first  few  years.  As  the  material  was  compiled 

and  drafted  into  manuscript,  it  was  given  careful  study.  Fur- 

ther investigation  was  then  undertaken  which  made  it  pos- 
sible to  show  to  what  extent  changes  had  taken  place  since 

the  time  the  original  data  were  obtained.  The  study  thus  in- 
cludes information  which  in  all  essential  respects  is  brought 

down  to  1938,  except  for  the  discussion  of  the  trends  of 

social  treatment  in  Chapter  Six,  which  was  prepared  in  1936. 

Although  there  are  indications  of  later  changes  in  emphasis 

relative  to  various  aspects  of  treatment,  it  has  not  been  fea- 
sible to  obtain  and  interpret  material  subsequent  to  that  year. 

As  stated  in  the  text,  however,  the  chapter  should  be  of  value 

as  a  means  of  revealing  trends  and  indicating  areas  for  fur- 

ther study  of  psychiatric  social  treatment  in  relation  to  de- 
velopments within  the  whole  field  of  social  work. 

Throughout  the  various  chapters  the  time  when  the  infor- 
mation was  obtained  is  clearly  indicated. 

During  the  period  of  the  study,  the  chairman  of  the  Ad- 
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vi  Preface 

visory  Committee  on  Standards  was  Mrs.  Maida  H.  Solo- 

mon, of  Simmons  College  School  of  Social  Work,  Boston; 
the  other  members  of  the  Committee  who  have  served 

throughout  are  as  follows: 

Winifred  Arrington,  formerly  of  the  Joint  Vocational  Serv- 
ice, New  York  City 

Elisabeth  Brockett  Bech,  Essex  County  Hospital  and  Clinics, 
Verona,  New  Jersey 

Edith  Burleigh,  formerly  of  the  Child  Guidance  Clinic  of 

Los  Angeles  and  Pasadena 

Almena  Dawley,  Philadelphia  Child  Guidance  Clinic 

Marie  Donohoe,  Community  Health  Association,  Boston 

Sybil  Foster,  The  Children's  Aid  Society,  New  York  City 
Annette  Garrett,  Smith  College  School  for  Social  Work, 

Northampton,  Massachusetts 
Sarah  Ivins,  The  New  York  School  of  Social  Work,  New 

York  City 

Mary  C.  Jarrett,  Welfare  Council  of  New  York  City 

Eleanor  Neustaedter,  Family  Service  Department,  Com- 
munity Service  Society  of  New  York  City 

Bertha  C.  Reynolds,  consultant  in  staff  development  for  so- 
cial agencies,  130  East  2ld  Street,  New  York  City 

Christine  Robb  Thompson,  formerly  of  the  staff  of  the 
American  Association  of  Social  Workers,  New  York  City 

Katharine  M.  Wickman,  Babies  Hospital,  Columbia-Presby- 
terian Medical  Center,  New  York  City 

A  subcommittee,  composed  of  members  who  represented 

various  interests  and  experience,  was  appointed  to  work  in 
direct  contact  with  the  director  of  the  study,  to  whom  was 

assigned  the  task  of  writing  this  volume.  The  members  of  the 
committee  were  Miss  Jarrett,  chairman,  Mrs.  Solomon,  Miss 

Ivins,  Miss  Neustaedter,  and  Mrs.  Wickman. 
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The  study  does  not  claim  to  solve  all  the  pressing  prob- 
lems that  occasioned  it  or  that  now  need  attention.  On  some 

of  them,  however,  it  is  hoped  that  light  has  been  shed;  and  it 
is  believed  that  the  volume  will  serve  as  a  source  of  reference 

for  all  students  of  social  work  and  especially  those  engaged 

in  psychiatric  social  work  and  allied  efforts  whose  endeavors 
have  as  their  aim  sound  progress  in  the  field. 

It  is  impossible  to  mention  all  the  individuals  and  groups 

who  have  generously  given  assistance  in  connection  with  the 

study,  by  making  material  available  and  helping  in  its  presen- 
tation and  by  counsel  and  instructive  criticism.  The  director 

expresses  deep  appreciation  to  all  who  have  given  aid,  and 

especially  to  the  following:  Maida  H.  Solomon,  chairman  of 

the  Advisory  Committee  on  Standards,  and  Mary  C.  Jarrett, 

chairman  of  the  subcommittee  on  the  study,  both  of  whom 

gave  invaluable  help  and  generously  of  their  time;  the  mem- 

bers of  both  these  committees,  who  assisted  greatly  in  per- 
sonal consultation  and  who  read  and  criticized  the  manu- 

script; Martha  Strong  Smith,  who  assisted  with  the  research 

and  who  carried  a  major  share  of  the  task  of  compiling  the 
statistical  material;  the  successive  executive  committees  of 

the  Association,  who  helped  in  planning,  in  reading  and  criti- 
cizing the  material,  and  in  approving  the  manuscript;  and, 

last  but  not  least,  the  members  of  the  Association,  who  indi- 

vidually or  through  committees  contributed  material,  sug- 

gestions, and  interpretation  of  data,  and  whose  long-con- 

tinued patience  and  interest  throughout  a  steady  bombard- 
ment of  questionnaires  were  truly  remarkable. 

L.  M.  F. 

June  1Q40 





Introduction 

ALMOST  every  psychiatrist  can  recall  patients  whose 

A  difficulties  might  have  been  better  understood  and  re- 
lieved if  the  circumstances  of  their  daily  lives  at  home  and 

at  work  could  have  been  studied.  And  every  psychiatrist  re- 
members men  and  women  who  could  have  been  helped  to 

get  well  faster  and  protected  from  relapse  if  there  had  been 

a  service  extending  care  and  study  outside  the  office,  hospi- 

tal, or  clinic  and  offering  information  and  encouragement  en- 
abling them  to  meet  and  understand  the  difficulties  with  which 

they  were  confronted.  Such  help,  we  have  come  to  believe, 
is  as  essential  to  the  recovery,  rehabilitation,  and  continued 

health  of  a  patient  as  insulin  is  to  the  care  of  a  diabetic.  In 

some  instances  it  means  literally  the  difference  between  life 
and  death. 

Psychiatrists,  faced  with  this  grim  reality,  have  done  their 

utmost  to  turn  the  traditional  medical  history  into  a  compre- 
hensive life  story  of  the  patient  and  to  study  all  aspects  of 

the  patient's  daily  life  as  pertinent  to  diagnosis  and  treat- 

ment. At  first  they  drafted  the  patient's  friends,  employers, 
and  relatives,  as  amateur  interpreters  of  his  life  and  as  emis- 

saries who  could  carry  the  psychiatric  effort  to  the  time  and 

place  at  which  it  would  be  most  effective.  Some  psychiatrists 

tried  to  go  beyond  their  usual  place  of  work  in  order  to  make 

their  social  studies  of  the  patient  and  to  help  him  in  his 

customary  setting,  only  to  be  impressed  by  the  crudity  of 

their  own  efforts,  their  lack  of  knowledge  of  the  community 

and  its  resources  and  of  the  techniques  of  social  investiga- 
tion. They  also  became  well  aware  that  the  individual  doctor 

could  not  afford  to  give  such  intensive  care  to  any  large  num- 
ber of  persons.  These  trial  efforts,  however,  were  not  futile. 

Through  them,  there  developed  a  better  appreciation  of  the 
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needs  to  be  met,  and  the  foundation  was  laid  for  the  appear- 
ance of  an  associate  specially  trained  to  meet  them.  The  new 

service  came  to  be  known  as  psychiatric  social  work  and  the 

associates  who  contributed  in  this  way  to  the  understand- 
ing and  treatment  of  the  patient  became  psychiatric  social 

workers. 

We  are  coming  more  and  more  to  appreciate  the  fact  that 

no  problem  of  adjustment  of  human  beings  can  be  attributed 

to  one  cause.  Every  such  problem  is  determined  by  a  multi- 
plicity of  causes  bound  up  in  the  physiology,  psychology,  and 

social  milieu  of  the  individual.  If  an  adequate  understanding 
of  emotional  ills  is  to  be  achieved,  all  the  areas  of  causation 

must  be  studied  and  related  to  each  other.  The  study  and 
interpretation  of  community  conditions  and  the  reactions  of 

an  individual  to  them  cannot  be  adequately  achieved  by  a 
stationary  staff  of  a  hospital  or  clinic.  A  service  must  exist 
which  has  constant  contact  with  those  conditions  and  their 

impact  upon  the  individual.  This  service  is  provided  by  psy- 
chiatric social  work. 

At  first,  psychiatric  social  work  contributed  chiefly  to  the 

halting  of  the  progress  of  mental  disease,  to  ensuring  the 

return  of  sick  people  to  an  effective  and  satisfying  place  in 

society,  and  to  the  forestalling  of  the  breakdown  itself.  Later, 
its  task  broadened  to  participate  in  the  movement  to  extend 

the  knowledge,  the  experiences,  and  the  point  of  view  of 

psychiatry  into  education,  public  health,  public  welfare,  and 

other  fields  of  human  relations,  with  an  aim  not  only  to  pre- 
vent mental  disease  but  to  spread  understanding  of  emotional 

development  and  problems  and  of  how  to  bring  about  satis- 
factory adjustment. 

Everything  that  psychiatric  social  work  has  become  finds 
its  ultimate  validation  in  the  treatment  and  prevention  of 

mental  diseases,  in  the  alleviation  of  lesser  emotional  ills  and 
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behavior  disturbances,  and  in  mental  hygiene  education, 

which  aims  to  bring  about  a  more  effective  and  satisfying  way 

of  living.  The  development  of  psychiatric  social  work  as  a 

profession  and  the  progress  of  professional  education  for  the 

field  is  specific  and  appropriate  insofar  as  it  is  related  to  these 

objectives.  The  fact  that  such  aims  are  shared  by  other  groups 
does  not  alter  the  particular  contribution  or  opportunity  of 

psychiatric  social  work. 

The  contributions  of  psychiatric  social  work  promise  a  so- 
cial value  that  extends  far  beyond  psychiatry.  Maladjusted 

individuals  give  a  magnified  picture  of  adverse  elements  in 
our  culture  that  bear  down  on  the  total  population.  The  social 

study  of  the  neurotic  and  psychotic  helps  to  tell  us  where 

general  social  progress  may  be  made.  Thus  as  a  contribution 

to  research,  the  service  has  a  potential  value,  definitely  indi- 
cated yet  to  date  not  greatly  realized. 

While  psychiatrists  appreciate  the  need  for  psychiatric  so- 
cial work  and  strive  to  have  it  provided,  even  though  they 

may  disagree  on  details,  the  attitudes  of  many  people  toward 
medical  care  and  mental  disease  are  serious  obstacles  to  both 

psychiatry  and  psychiatric  social  work.  There  is  the  popular 

conception  of  the  doctor  as  a  miracle  man  who  can  make  diag- 
noses at  a  glance  and  who  can  pull  out  of  his  bag  the  right 

medicine  for  any  condition,  perhaps  even  detect  the  patient's 
complaints  without  being  told  what  they  are.  Those  who  sub- 

scribe to  such  ideas  will  not  see  the  value  of  psychiatric  social 

work  in  a  program  for  treatment  and  prevention  of  mental 

disease  or  emotional  maladjustment,  or  for  the  maintenance 

of  mental  health.  Others  regard  mental  disease  as  hopeless, 
and  to  them  psychiatric  social  work  spells  wasted  effort.  Such 

attitudes  influence  the  extent  to  which  legislatures  (the 

people)  are  ready  to  provide  the  personnel  to  carry  out  psy- 
chiatric social  work,  and  are  a  hindrance  to  good  diagnosis, 
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treatment,  and  prevention.  Psychiatrists,  psychiatric  social 

workers,  and  laymen  interested  in  mental  hygiene  must  pool 

their  strength  in  order  to  change  these  attitudes  and  quicken 

progress. 
One  source  of  strength  in  this  effort  is  the  professional 

organization  of  psychiatric  social  workers.  This  Association 

has  done  and  can  do  much  to  keep  the  patient  and  his  needs 

in  view  as  a  guide,  and,  in  collaboration  with  psychiatrists,  to 

devise  and  build  up  a  program  of  professional  education.  It 

shares  with  psychiatrists  responsibility  for  the  maintenance 

of  professional  morale  in  the  face  of  hardships  and  com- 
promises which  society  imposes  upon  hospitals  and  clinics, 

and  can  cooperate  with  psychiatrists  and  mental  hygiene 
groups  in  informing  and  arousing  public  opinion. 

Mrs.  French's  study  of  psychiatric  social  work  is  a  mile- 
stone and  a  guidepost  for  all  concerned  in  this  effort.  It  indi- 
cates progress  thus  far  made  and  points  the  way  ahead.  It 

shows  how  and  with  what  results  the  service  expanded  into 

many  fields,  how  far  short  it  still  falls  in  meeting  needs,  and 
where  further  study  and  continued  expansions  should  take 

place.  One  great  need,  apparent  from  the  beginning  but  still 

far  from  adequately  met,  is  service  to  patients  in  hospitals  for 

mental  disease.  In  spite  of  well-organized  programs,  tens 
of  thousands  of  patients  still  lack  the  benefits  which  can  come 

from  study  of  local  conditions  or  family  situations  in  which 

their  illness  developed.  To  provide  such  service  and  to  edu- 
cate patient,  family,  and  community  is  the  opportunity  and 

function  of  the  psychiatric  social  worker. 

An  important  contribution  of  this  study  is  its  clear  analysis 

of  professional  education  for  psychiatric  social  work,  both  the 

theoretical  aspects  and  the  methods  of  supervised  field  work 

which  play  such  an  important  part  in  such  education.  The 
discussion  of  the  techniques  of  field  work  training  will  be  of 
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special  interest  to  those  concerned  with  the  education  of  doc- 
tors, teachers,  and  members  of  related  professions. 

Professional  education  for  psychiatric  social  work  has  been 

somewhat  deflected  by  the  need  for  special  training  when 

workers  have  been  sought  for  many  related  fields.  This  em- 
phasizes the  importance  of  a  point  stressed  in  this  study,  that 

professional  preparation  for  psychiatric  social  work  needs  to 

develop  in  continuous  close  relationship  with  psychiatry, 

building  on  the  dual  experience  in  the  treatment  and  preven- 
tion of  emotional  ills. 

Clear  appreciation  of  the  needs  of  the  patient  will  give  to 

the  psychiatric  social  worker  and  to  the  psychiatrist  under- 
standing of  the  value  of  the  service  the  psychiatric  social 

worker  can  render  and  incentive  to  make  her  techniques  more 

and  more  effective.  This  book,  which  sets  forth  and  empha- 
sizes these  fundamentals,  shows  what  the  psychiatric  social 

worker  can  do  to  help  the  mentally  sick  person,  the  con- 
valescent, and  the  child  or  adult  who  is  confused  and  mani- 

fests unconventional  behavior ;  and  it  points  the  way  for  the 
further  development  of  professional  service  to  meet  these 
needs. 

George  S.  Stevenson,  M.D. 
Medical  Director,  National 

Committee  for  Mental  Hygiene 
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CHAPTER    ONE 

Social  Work  in  Relation  to  Psychiatry 

AROUND  the  human  ills  that  are  the  concern  of  social 

-  work  have  developed  many  specialized  areas  of  activity. 

Drawing  from  a  common  source — the  steadily  increasing 
body  of  knowledge,  experience,  and  professional  skills  within 

the  whole  field  of  social  work — sharing  in  and  contributing 
to  that  common  field,  each  specialty  has  forged  ahead  in  a 

growing  field  of  its  own,  represented  by  special  knowledge, 

experience,  and  skills  acquired  by  repeated  dealing  with  one 

type  of  problem. 

Social  case  work,  whose  activities  relate  to  individual  ad- 
justment, includes  such  areas,  with  specialized  agencies  to  meet 

specific  needs.  Some  of  these  areas  lie  entirely  within  the  field 

of  social  work  itself:  the  family  welfare  agencies,  with  break- 
down in  family  life  as  the  starting  point  for  activity  and  the 

maintaining  of  wholesome  family  life  as  the  primary  pur- 
pose; and  the  child  welfare  agencies,  with  the  dependent 

child  as  the  starting  point  and  the  insurance  of  the  care,  pro- 
tection, and  influences  necessary  for  normal  growth  as  the 

purpose.  Other  areas  represent  combined  efforts  of  social 

work  and  other  professions:  probation,  which  is  social  work 

operating  within  the  agencies  that  deal  with  delinquency  and 
crime  j  medical  social  work,  which  operates  within  the  field  of 

medicine  j  and,  more  recently,  psychiatric  social  work. 

Representing  the  combined  interest  of  social  work  and 

psychiatry,  this  new  field  developed  in  agencies  that  were 

called  into  being  to  meet  the  growing  problem  of  mental  dis- 
ease, nervous  disorders,  and  emotional  maladjustments.  The 

starting  point  for  psychiatric  social  work  is  the  adult  suffering 
with  a  nervous  or  mental  disease,  mild  or  exaggerated,  or  the 
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child  presenting  a  disturbing  behavior  problem  or  emotional 

maladjustment,  who  comes  to  an  agency  established  to  give 
psychiatric  and  social  treatment. 

These  special  fields  of  social  case  work  are  distinct  and  yet 

related.  They  are  like  areas  separated  by  jetties  on  a  beach  j 
each  is  definitely  set  apart,  but  with  each  new  tide  running 
freely  over  all,  with  sands  continually  shifting  from  one  to 
another.  Immediate  crises  in  the  life  of  an  individual  or  fam- 

ily determine  the  choice  of  a  specialized  agency — family  or 
child  welfare  agency,  court,  hospital,  or  psychiatric  clinic — 
yet  once  case  work  is  begun  the  underlying  human  problems, 
the  family  and  social  relationships  with  which  the  agency  is 

concerned  are  essentially  the  same.  Unhappy  family  rela- 
tionships, social  and  financial  insecurity,  lack  of  resources  for 

recreation  and  social  life,  unsuccessful  or  unhappy  work  rela- 
tionships appear  as  case  work  progresses,  regardless  of 

whether  the  initial  reason  for  coming  to  a  specialized  agency 
be  financial  insecurity,  need  of  employment,  offense  against 

social  laws,  physical  illness,  or  emotional  disturbance.  And 
the  things  that  social  workers  do  in  working  with  a  client  in 

the  face  of  any  such  difficulties  also  tend  to  be  similar  in  na- 
ture, regardless  of  the  initial  starting  point. 

Techniques  common  to  all  social  workers  are  used  in  all 

special  fields:  the  study  of  the  client  and  the  social  conditions 
that  surround  him  3  the  analysis  of  such  data  3  the  use  of  all 

available  resources  upon  which  the  client  can  draw  for  em- 
ployment, education,  recreation,  and  medical  care;  and  the 

aid  given  the  client  better  to  utilize  his  own  abilities.  Home 
visits,  talks  with  relatives,  and  social  and  recreational  contacts 

with  the  client  provide  opportunity  for  observation  and  fur- 
ther acquaintance.  Interviews  provide  opportunities  for  the 

client  to  express  himself  freely,  and  through  such  expression 
to  recognize  his  own  problems  and  attitudes  and  the  basis  for 
them.  In  interviews,  the  worker  uses  methods  common  to 
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social  relationships  generally — giving  reassurance,  interpre- 

tation, advice,  using  persuasion,  or,  in  certain  situations,  re- 
fraining from  all  such  methods.  All  these  things  make  up  a 

common  reservoir  of  social  case  work  techniques. 

Nevertheless,  there  are  differences  within  the  special  fields 

— differences  in  emphasis  that  arise  because  of  the  type  of 
problem  with  which  the  agency  is  organized  to  deal.  There 
are  differences  based  on  recurring  case  work  experience  with 

similar  problems.  In  the  areas  where  social  work  is  combined 
with  activities  of  another  profession,  differences  arise  from 

the  special  contribution  of  that  field,  be  it  criminology,  educa- 
tion, medicine,  or  psychiatry.  Upon  such  differences  special- 

ties in  social  work  are  based,  and  from  them  grows  the  body 

of  knowledge  and  experience  that  is  incorporated  into  the 
training  of  workers. 

THE  FIELD  OF  PSYCHIATRIC  SOCIAL  WORK 

Psychiatric  social  work  stands  today  as  one  such  specialized 
area,  with  a  developing  body  of  knowledge  and  skill  that  is 

forming  the  basis  of  specialized  training.  It  represents  social 

work  practiced  in  connection  with  psychiatry  and  mental  hy- 
giene in  organizations  that  have  for  their  primary  purpose 

the  study,  treatment,  and  prevention  of  mental  and  nervous 

disorders.  It  is  a  young  field,  with  organized  beginnings  dat- 

ing back  some  twenty-five  years.  Evolving  through  a  period 
of  rapid  progress,  psychiatric  social  work  has  not  had  a  uni- 

fied development.  Bearing  a  close  relationship  to  psychiatry, 
psychology,  mental  hygiene,  and  other  fields  of  social  work, 

and  influenced  strongly  by  developments  in  each  of  these 

fields,  it  has  presented  a  picture  of  confused  and  conflicting 
issues  and  of  uneven  growth. 

There  have  been  special  reasons  for  this  uneven  develop- 
ment. The  movement  originated  in  agencies  established  to 

study  and  treat  mental  disease  and  nervous  disorders,  under 
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the  leadership  of  psychiatrists  and  social  workers  who  had  a 
clear  vision  as  to  the  contribution  of  social  work  in  connection 

with  psychiatry.  The  World  War  lifted  this  new  field  into 

the  very  center  of  popular  interest  and  created  new  oppor- 
tunities for  placement.  Before  the  functions  of  the  social 

worker  in  this  new  area  had  been  clearly  established,  before 

any  generally  accepted  lines  for  working  relationships  be- 
tween psychiatrists  and  social  workers  had  been  laid  down, 

hastily  trained  young  people  were  placed  in  positions  of  im- 
portance in  government  hospitals,  which,  in  addition  to  gen- 

eral medical  care,  were  providing  treatment  for  nervous  and 

mental  disorders  to  service  and  ex-service  men.  Widely  scat- 
tered areas,  emergent  problems,  and  a  rapid  turnover  in  both 

medical  and  social  work  staffs  made  impossible  the  careful 

study  that  ideally  should  go  with  the  development  of  any 
new  field. 

Later,  with  the  trained  personnel  and  placement  oppor- 
tunities within  government  and  civilian  hospitals  approaching 

equilibrium,  psychiatric  social  work  was  again  caught  up  in 

the  popular  mental  hygiene  movement,  which  created,  again 

in  numbers  out  of  all  proportion  to  available  personnel,  op- 
portunities for  placement  in  a  wide  variety  of  agencies  not 

only  within  the  field  of  social  work  but  in  public  health  and 

education  as  well.  Workers  trained  and  experienced  in  psy- 

chiatric agencies  were  in  great  demand  by  various  other  or- 
ganizations which  sought  a  means  of  bringing  to  their  staffs  a 

new  point  of  view  to  aid  in  dealing  with  old  and  baffling 

human  problems,  a  deeper  understanding  of  psychological 

processes,  and  new  techniques  to  unlock  the  closed  door  of 

complexities  in  case  work  situations.  In  addition  to  the  in- 
creasing number  of  opportunities  in  child  guidance  clinics, 

there  were  new  positions  of  special  significance — "consult- 

ants" in  family  and  child  welfare  agencies,  "mental  hygiene 
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supervisors"  in  public  health  nursing  organizations,  "execu- 
tive secretaries"  in  mental  hygiene  societies,  visiting  teachers 

in  public  schools.  In  many  of  these  new  areas,  psychiatric 

social  workers  remained  in  working  relationship  with  psy- 
chiatrists, whose  services  were  also  in  demand  by  a  variety 

of  community  agencies.  In  others,  they  found  new  positions 
by  virtue  of  their  past  social  work  experience  in  connection 

with  psychiatry,  and  because  of  it  they  were  designated  as 
specialists.  It  is  well  to  emphasize  these  two  main  channels 

of  psychiatric  social  work,  which  are  closely  related  and  yet 

distinct.  One  concerns  the  steady  progress  of  social  work 

within  the  hospitals  and  clinics  for  treatment  and  prevention 

of  mental  disease,  the  other  the  permeation  by  psychiatry  and 

mental  hygiene  of  other  fields.  The  first  is  social  case  work 

with  patients  who,  because  of  some  emotional  difficulty,  mild 

or  severe,  come  to  an  agency  whose  primary  purpose  is  to 

give  treatment  for  such  disorder.  The  second  is  mental  hy- 
giene education,  a  huge  and  undefined  field  of  activity  in 

which  psychiatric  social  workers  have  played,  and  should  con- 

tinue to  play,  a  significant  role.1  Confusion  has  arisen  because, 
in  studies  of  psychiatric  social  work  activities,  the  assumption 
has  too  often  been  made  that  all  activities  of  psychiatric  social 

1  Realization  of  these  two  trends  in  development,  and  of  the  resultant  effect 
upon  any  planned  program  of  study  of  the  field,  is  indicated  in  the  address  of 
the  president  of  the  American  Association  of  Psychiatric  Social  Workers  in 

1926,  and  even  more  clearly  expressed  in  the  corresponding1  address  in  1930. 
Had  the  suggestion  of  these  leaders  been  accepted  as  a  basis  for  the  planned 
program  of  the  association,  there  might  not  have  been  such  a  marked  attempt 

to  pull  together  all  the  activities  of  psychiatric  social  workers  into  one  com- 
prehensive definition,  or  the  equally  noticeable  attempts  to  show  that,  within 

the  fields  of  mental  hygiene  and  of  social  work,  activities  of  a  psychiatric 

social  worker  were,  by  nature  of  her  experience  and  special  training,  essen- 
tially different  from  activities  of  others  with  whom  she  worked  in  increasingly 

close  daily  contact.  There  might  not  have  been  the  temporary  swing  of  interest 
to  the  role  of  the  psychiatric  social  worker  in  mental  hygiene  education  and 

in  other  fields  of  case  work,  and  the  drawing  away  of  energies  from  the  pro- 
gressive and  orderly  study  of  the  position  of  the  social  worker  functioning 

directly  within  the  field  of  psychiatry. 
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workers  are,  ipso  facto,  psychiatric  social  work.  Differentia- 
tion has  not  always  been  made  between  the  role  of  social  case 

worker  in  a  psychiatric  agency  and  that  of  mental  hygiene 

education  in  an  increasing  variety  of  social  agencies,  public 
health  organizations,  and  educational  institutions. 

Advantages  have  accrued  from  such  rapid  and  diverse  de- 

velopment. The  permeation  of  psychiatry  and  mental  hy- 

giene through  social  work,  public  health,  education,  and  hu- 
man activity  generally  has  been  of  inestimable  value.  There 

can  be  no  doubt  that  psychiatric  social  workers  have  had  a 

significant  share  in  that  process.  An  increasing  number  of 
workers  with  training  and  experience  in  psychiatric  agencies 
have  brought  that  experience  and  the  point  of  view  developed 

from  it  into  working  relationships  with  persons  engaged  in 
many  varied  activities,  furthering  the  general  contribution. 

The  increasing  knowledge  of  the  factors  in  emotional  devel- 
opment and  of  the  nature  and  cause  of  mental  disorder  has 

led  to  surer  procedures  in  meeting  social  work  problems  that 

are  complicated  by  emotional  maladjustment.  Advantages 
have  likewise  accrued  to  psychiatric  social  work.  Through 

widening  activities,  psychiatric  social  workers  have  gained  a 

knowledge  of  other  fields,  experience  in  relationships  with 
workers  whose  special  contribution  lay  in  other  areas,  a 

broader  grasp  of  social  problems,  and  a  perspective  that  prob- 
ably never  would  have  been  achieved  had  they  remained  en- 

tirely in  a  field  represented  by  hospitals  and  clinics. 
Disadvantages  are  likewise  apparent.  Rapid  development 

has  prevented  the  consistent  and  prolonged  study  so  essential 
for  the  unified  and  orderly  development  of  a  new  field. 

Rapid  turnover  of  personnel  within  the  entire  field  has  like- 
wise affected  continuity.  That  able  leadership  existed  there 

can  be  no  doubt.  The  many  contributions  by  the  group  to  the 
current  literature  of  social  work  testify  to  this  fact.  Yet  this 
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contribution  has  been  made  in  the  midst  of  diffuse  and  varied 

endeavor.  To  study  a  new  field  thoroughly,  workers  must 

remain  in  it  long  enough  to  define  the  limits  and  relation- 
ships and  to  determine  what  services  will  be  most  effective. 

Turnover  figures  for  the  members  of  the  American  Associa- 
tion of  Psychiatric  Social  Workers  reveal  that  the  average 

length  of  time  spent  in  any  one  position  is  less  than  two  years. 
This  would  not  in  itself  be  significant  if  the  workers  tended 

to  do  their  shifting  within  one  type  of  organization.  How- 
ever, they  shift  from  clinic  to  hospital  to  family  welfare  so- 

ciety to  child  guidance  clinic  to  mental  hygiene  society,  each 

new  position  involving  a  period  of  readjustment  to  adapt 

past  experience  to  a  new  type  of  work  as  well  as  a  realign- 
ment of  interests. 

Moreover,  the  steady  infusion  of  psychiatric  social  work 

into  other  fields  temporarily  eclipsed  the  main  stream  of  psy- 

chiatric social  work  per  se — that  is,  social  work  practiced  in 
connection  with  psychiatry.  In  1937  only  slightly  more  than 
half  the  members  of  the  American  Association  of  Psychiatric 

Social  Workers  were  working  in  agencies  that  combined  psy- 

chiatric and  social  service.2  The  realization,  in  1928  or  there- 
abouts, that  this  tendency  was  occurring  caused  marked  con- 

cern within  the  ranks  of  psychiatric  social  workers,  since  it 

affected  the  very  definition  of  the  field.  Long  and  unproduc- 
tive discussion  resulted.  What  is  psychiatric  social  work?  a 

position  in  psychiatric  social  work?  a  psychiatric  social  worker? 

There  were  persistent  but  unsuccessful  attempts  to  define  psy- 
chiatric social  work  in  terms  of  experience  and  training  and  of 

specialized  techniques  which,  by  virtue  of  that  training  and 

2  The  percentage  of  the  members  of  the  American  Association  of  Psychiat- 
ric Social  Workers  working  in  agencies  established  primarily  for  the  purpose 

of  treatment  and  prevention  of  mental  disease,  and  in  which  psychiatric  and 

social  service  are  combined,  dropped  from  ioo  in  1920  to  49  in  1936,  rose 
again  to  54  in  1937,  and  dropped  to  50  in  1940.  See  page  82. 
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experience,  were  practiced  in  whatever  milieu  the  psychiatric 

social  worker  found  herself.3  Confusion  both  within  and  with- 
out the  professional  group  resulted. 

The  process  of  permeation  then  moved  on  to  a  new  phase 

— intensive  case  work  with  individuals  suffering  from  emo- 
tional maladjustment.  Social  case  workers,  especially  in  fam- 

ily welfare  agencies,  assumed  a  direct  treatment  relationship 

with  clients.  Utilizing  knowledge  of  psychiatry,  mental  hy- 
giene, and  psychoanalytic  theory,  they  developed  methods 

sufficiently  different  from  past  practice  to  be  designated  as 

new.4  Evidences  of  increased  responsibility  carried  by  social 
workers  for  treatment  of  emotional  problems  appeared  simul- 

taneously in  agencies  where  psychiatrists  and  social  workers 

j  oined  forces  in  treatment  and  in  agencies  where  social  work- 
ers played  an  independent  role.  Questions  of  definition  and 

distinctions  were  thus  intensified. 

Viewed  in  perspective,  this  period  of  uncertainty  loses  sig- 
nificance in  the  total  picture  of  the  progress  of  the  field.  Such 

uncertainty  was  an  inevitable  result  of  the  emphasis  on  the 

"contribution-to-all-social-work"  aspect  of  the  development. 
That  contribution  had  merely  advanced  to  the  point  where 

workers  engaged  in  mental  hygiene  education  or  in  case  work 

activities  in  a  variety  of  social  agencies  were  meeting  discon- 

certing expressions  of  doubt  on  the  part  of  their  co-workers 
as  to  the  distinctive  differences  between  them.  Yet  the  at- 

tempts to  define  psychiatric  social  work  in  terms  of  intensive 
case  work  with  emotional  problems,  and  a  psychiatric  agency 
in  terms  of  the  extent  to  which  such  intensive  treatment  was 

emphasized,  had  an  unfortunate  result.  Energies  and  inter- 
ests of  workers  were  drawn  away  from  the  much  needed  study 

of  function  and  from  the  formulation  of  standards  for  pro- 

3  A  crucial  hour  of  the  Association  was  reached  when,  at  the  National  Con- 

ference of  Social  Work  in  1929,  the  members  discussed  the  topic,  "Is  Psychiat- 

ric Social  Work  a  Specialty?" 
4  See  Chapter  Six. 
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fessional  education  for  social  work  practiced  in  relation  to 

psychiatry. 
All  these  factors  have  had  an  effect  upon  the  growing 

affiliation  with  psychiatry  which  was,  after  all,  the  very  basis 

for  the  special  field.  The  program  of  social  work  in  hospitals 

for  mental  disease  seemed  to  be  the  area  most  definitely  af- 

fected. Psychiatrists  responsible  for  the  program  in  such  agen- 
cies saw  psychiatric  social  workers  leaving  to  accept  what  were 

apparently  more  attractive  positions  in  child  guidance  clinics 

or  in  a  variety  of  community  agencies.  They  saw  mental  hos- 
pitals being  used  less  and  less  by  schools  of  social  work  as 

training  centers  for  students,  child  guidance  and  mental  hy- 
giene clinics  taking  their  place.  As  experienced  workers  left 

the  hospitals,  and  young  graduates  of  the  schools  of  social 
work  rejected  these  openings  when  newer  and  more  attractive 

opportunities  presented  themselves,  many  social  work  posi- 
tions in  hospitals,  and  to  a  certain  extent  in  adult  psychiatric 

clinics,  were  filled  by  candidates  with  little  or  no  training  for 

the  work.  This  acute  problem  became  a  matter  of  no  little 

concern  to  state  hospital  psychiatrists  who,  in  at  least  two 

states,  proposed  plans  for  training  their  own  workers. 
Within  the  ranks  of  young  workers  who  lost  interest  in 

state  hospital  positions,  other  influences  were  at  work.  With 

the  development  of  child  guidance  appeared  a  new  and  gen- 
erally a  younger  group  of  psychiatrists  whose  very  positions 

brought  them  into  closer  contact  with  social  workers  and  com- 
munity agencies.  They  appeared  at  a  time  when  there  was 

much  discussion  of  the  "old"  classical  and  the  "new"  dynamic 

psychiatry,0  the  latter  regarded  as  more  ready  to  recognize 
the  importance  of  the  broader  contribution  of  social  work. 

Many  young  people  preparing  for  psychiatric  social  work 
came  to  look  upon  state  hospitals  as  representing  classical 

5  Terms  used  to  denote  the  shift  of  interest  from  diagnosis  and  classification 
of  mental  diseases  (classical)  to  a  concern  with  the  development  of  the  per- 

sonality in  relation  to  his  environmental  situation  (dynamic). 
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psychiatry  and  child  guidance  as  representing  the  much  pre- 
ferred dynamic.  The  full  extent  to  which  such  a  tendency 

occurred  is  uncertain.  It  is  mentioned,  however — because  of 

its  evidence  in  some  quarters — as  a  possible  additional  reason 
for  a  general  and  certainly  not  entirely  warranted  lack  of 
interest  in  state  hospital  positions  on  the  part  of  many  young 
workers,  and  for  their  unwillingness  to  accept  such  positions 
as  long  as  other  opportunities  were  offered.  And,  until  1930, 
other  opportunities  were  plentiful. 

Another  factor  may  be  mentioned  because  of  its  possible 

bearing  on  this  whole  situation — the  influence  of  psycho- 
analytic theory  upon  psychiatric  social  work  and  its  relation- 

ship to  psychiatry.  A  full  discussion  is  obviously  outside  the 
scope  of  this  study.  There  can  be  no  doubt,  however,  that 

psychoanalysis  has  had  in  the  last  several  years  a  marked 
influence  upon  the  whole  field  of  social  work.  Courses  offered 

to  social  workers  by  leaders  representing  the  field  of  psycho- 
analysis have  been  very  popular,  resulting  in  a  tendency  to 

accept  generally  and  perhaps  uncritically  psychoanalytic  in- 
terpretations of  behavior.  While  much  of  value  has  resulted 

from  this  influence,  the  whole  development  has  alienated 

from  the  field  of  social  work  the  interest  of  certain  psychia- 

trists who  did  not  unreservedly  accept  or  utilize  the  psycho- 
analytic contribution.  In  a  teamwork  situation,  the  extent  to 

which  a  social  worker  shares  responsibility  for  treatment  in- 
evitably depends  upon  the  attitude  of  the  psychiatrist  and  his 

individual  conviction  as  to  her  function.  One  wonders  whether 

there  is  not  here  a  basic  reason  why  psychiatric  social  workers 

with  previous  experience  in  clinics  and  hospitals  have  been 
attracted  in  increasing  numbers  to  social  work  agencies,  in 

family  welfare  particularly,  where  an  independent  treatment 

relationship  with  techniques  and  procedures  influenced  by  the 

psychoanalytic  field  was  being  developed. 

Whatever  the  reasons,  the  inevitable  result  was  that  op- 
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portunities  offered  by  mental  hospitals  for  continued  study  of 
social  factors  in  mental  disease  and  of  social  treatment  were 

not  utilized  to  full  advantage.  The  growing  body  of  knowl- 

edge and  experience  with  mental  disorder  in  relation  to  physi- 
cal disease  and  social  conditions,  regarded  by  many  as  basic 

for  psychiatric  social  work  training,  was  superseded  in  schools 

of  social  work  by  interest  in  more  general  problems  of  emo- 
tional development  and  in  preventive  work.  The  changing 

emphasis  is  related  to  questions  of  placement  opportunities, 
standards  of  training,  formulation  of  content  for  advanced 
courses,  and  utilization  of  hospitals  and  clinics  as  field  work 

centers — problems  that  must  be  met.  For,  regardless  of  new 
and  varied  opportunities  for  psychiatric  social  workers,  the 
mental  hospitals  and  adult  clinics  remain  one  chief  area  where 

the  services  of  trained  psychiatric  social  workers  are  needed.6 
Against  such  a  background,  psychiatric  social  work  has 

grown. 
The  present  study  was  carried  on  at  a  time  when  all  these 

issues  were  being  affected  by  the  period  of  economic  depres- 
sion. In  the  period  from  1925  to  1930  there  had  been  a 

marked  increase  in  the  number  of  positions  having  mental 

hygiene  education  as  a  primary  purpose.7  After  1930,  drastic 
curtailment  in  the  budgets  of  both  privately  and  publicly  sup- 

ported institutions  noticeably  retarded  development  in  this 

direction,8  and  as  opportunities  for  placement  in  these  areas 

6  There  has  been  in  the  past  much  discussion  of  the  need  for  more  basic 
knowledge  of  mental  disease,  gained  through  both  courses  and  field  work,  as 

essential  equipment  for  psychiatric  social  work.  There  have  been  expressions 
of  doubt  as  to  whether  child  guidance  or  mental  hygiene  clinics  can  provide 

adequate  substitute  experience  for  the  field  training  provided  by  mental  hospi- 
tals or  clinics  connected  with  them.  Recently  there  has  been  a  renewal  of  such 

discussion  in  connection  with  plans  for  the  training  of  psychiatric  social 
workers. 

7  Such  positions  include  educational  or  executive  secretaries  in  mental  hygiene 
societies,  mental  hygiene  supervisors  in  public  health  agencies,  and  certain  posi- 

tions held  by  psychiatric  social  workers  in  educational  institutions  and  as  con- 
sultants in  family  welfare  agencies. 

8  See  Table  i,  page  80. 
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diminished,  the  attention  of  psychiatric  social  workers  turned 

again  to  positions  in  hospitals  for  mental  disease  and  in  men- 

tal hygiene  clinics,  which,  although  likewise  suffering  reduc- 
tion, still  represented  a  stable  field  for  placement.  As  the 

study  progressed,  there  was  a  renewed  interest  in  social  work 

in  relation  to  psychiatry  and  in  the  professional  education 
essential  for  those  who  enter  the  field. 

PROFESSIONAL  EDUCATION 

Professional  education  for  psychiatric  social  work  has  en- 

countered, as  one  might  expect,  the  same  difficulties  that  ap- 
peared in  the  development  of  the  field  itself.  Study  of  the 

programs  of  leading  schools  offering  training  for  psychiatric 
social  work  has  indicated  clearly  a  similarity  in  the  basic 

courses  of  study,  both  beginning  and  advanced.  Field  work 

in  a  psychiatric  agency  has  been  regarded  as  the  nucleus  for 

specialized  training,  with  advanced  courses  in  social  psychia- 
try and  seminars  in  psychiatric  social  work  closely  centered 

around  this  field  experience.  Yet,  while  professional  educa- 
tion within  the  schools  steadily  advanced,  until  1938  no 

definitely  recommended  program  of  training  for  those  who 
enter  the  field  was  made  generally  available.  Material  for 

such  recommendation  had  long  been  at  hand,  and  the  need  for 

such  formulation  had  been  recognized.  The  delay  was  closely 

related  to  the  long-standing  difficulty  of  clarifying  the  three 
areas  of  activity  open  to  those  who  have  completed  training 

— psychiatric  social  case  work,  mental  hygiene  education,  and 
a  specialized  case  work  role  in  a  variety  of  agencies. 

The  permeation  of  mental  hygiene  is  clearly  marked  in  the 
professional  schools  of  social  work.  In  basic  academic  work, 
distinctions  have  steadily  diminished  between  the  equipment 

of  those  training  for  work  in  mental  hospitals  or  in  mental 

hygiene  and  child  guidance  clinics,  and  those  training  for 
work  in  family  welfare  agencies,  child  welfare  organizations, 
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or  medical  social  work.  Likewise,  advanced  courses  in  social 

psychiatry  have  been  open  to  any  student  who  has  completed 

the  prerequisites,  regardless  of  the  type  of  position  indicated 
as  first  choice.  Such  being  the  case,  it  is  small  wonder  that 

difficulty  has  been  experienced  in  setting  forth  content  of 
courses  for  those  planning  to  be  psychiatric  social  workers. 

It  is  unfortunate  that  so  much  emphasis  has  been  placed 

on  the  fact  that  courses  in  mental  hygiene  and  social  psychia- 
try, once  regarded  as  preparation  for  a  specialized  field,  are 

now  an  accepted  part  of  training  for  all  social  work.  As  a 

matter  of  fact,  as  early  as  191 8  leaders  in  the  field  of  psy- 
chiatric social  work  not  only  predicted  but  recommended  this 

very  development.  However,  increasing  similarity  of  aca- 
demic courses  need  not  mean  the  disappearance  of  the  basis 

for  training  for  a  special  field.  Such  a  field  is  after  all  best 

defined  in  terms  of  its  function  in  relation  to  a  special  area 

of  activity.  Similarly,  the  distinguishing  characteristics  of  spe- 
cialized training  for  any  field  of  social  work  should  lie  not  in 

the  content  of  the  basic  courses  but  in  the  field  work  and  the 

seminars  closely  related  to  it.  The  student  in  psychiatric  social 

work  is  offered  field  work  in  an  agency  where  she  will  meet 

patients — adults  or  children  who  are  referred  because  of 

emotional  maladjustment — and  where  she  will  have  an  op- 
portunity to  share  in  a  process  of  treatment  in  which  psychia- 

try and  social  work  are  combined. 

A  new  obstacle  to  formulating  a  recommended  program 

for  professional  education  was  encountered  when  two  leading 
schools  of  social  work  did  away  with  special  departments,  and 

one  of  them  later  recommended  training  under  the  supervi- 
sion of  a  psychiatric  social  worker  in  a  family  welfare  agency 

as  equivalent  to  field  training  in  a  psychiatric  clinic. 

In  spite  of  all  these  difficulties,  a  survey  of  the  programs 
of  the  professional  schools  of  social  work  revealed  well-de- 

veloped organization  with  essential  similarities  in  curricula. 
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Certain  basic  knowledge  and  experience  were  requirements 
common  to  all:  the  nature  and  treatment  of  mental  disease, 

the  interrelationship  of  physical  disease  and  mental  break- 
down, state  laws  governing  commitment  and  parole,  the 

history  of  psychiatry,  and  the  contribution  from  different 

schools  within  the  field.  There  was  common  emphasis  upon 

study  of  the  nature  of  emotional  development  and  adjust- 
ment from  infancy  on,  and  of  conditions  that  make  for  normal 

growth  as  well  as  of  those  that  cause  maladjustment.  And 
lastly,  the  student  learned,  through  actual  experience  in  a 

field  agency,  of  the  organization  of  either  a  hospital  or  a 
clinic,  the  procedures  used  in  the  treatment  of  patients,  the 

social  worker's  share  in  the  process,  the  purpose  and  proce- 
dure of  the  staff  conference,  the  preparation  of  social  data  for 

the  purpose  of  clarifying  the  total  problem  as  a  basis  for  diag- 
nosis, the  relation  of  social  diagnosis  to  medical  findings,  and 

the  extent  of  responsibility  carried  by  the  social  worker  in 

treatment.  Through  field  experience,  also,  the  worker  gained 

an  understanding  of  the  problems  involved  in  the  relation- 
ship of  a  hospital  or  clinic  to  other  community  agencies. 

These  elements  are  already  well  organized.  The  delay  in  the 

formulation  of  an  accepted  comprehensive  program,  then, 
seems  to  have  been  due  to  the  disturbing  questions  as  to  the 

nature  of  psychiatric  social  work.9 

THE  ROLE  OF  THE  PSYCHIATRIC  SOCIAL  WORKER 

Attempts  to  clarify  the  function  of  the  psychiatric  social 
worker  have  also  run  into  difficulties  caused  by  this  confusion, 

which  resulted  from  rapid  spread  into  diverse  areas.  How- 

ever carefully  planned,  study  of  function  in  each  new  de- 

9  A  program  for  the  education  of  psychiatric  social  workers  was  adopted 
by  the  American  Association  of  Psychiatric  Social  Workers  in  June  1939.  It 
represents  the  work  of  the  Committee  on  Professional  Education,  the  Executive 
Committee,  and  a  joint  committee  of  the  American  Association  of  Psychiatric 
Social  Workers  and  the  American  Psychiatric  Association. 
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veloping  area  has  been  essentially  opportunistic  in  nature, 
following  the  expanding  activities  of  a  rapidly  increasing 
membership.  Much  of  the  study  seemed  to  be  based  on  the 

tacit  assumption — its  full  significance  perhaps  at  first  un- 

recognized— that  whatever  a  psychiatric  social  worker  does 
in  whatever  organization  is  ipso  facto  psychiatric  social  work. 

It  is  not  alone  in  the  work  of  the  study  committees  of  the 

professional  organization  that  such  an  assumption  has  been 

made.  Clearly  it  lies  back  of  such  statements  as  appear  in  the 

Social  Work  Year  Book  for  193510  as  well  as  in  other  publica- 
tions.11 Such  a  concept  of  the  field  inevitably  caused  difficulty 

for  those  concerned  with  the  study  of  function. 

There  are,  within  the  professional  membership,  three  dis- 
tinct groups  of  workers.  One  group  is  made  up  of  the  social 

10  "No  agencies  exist  for  carrying  on  psychiatric  social  work;  it  operates 
within  the  administrative  organization  of  a  large  number  of  fields  .  .  .  and 

is  invariably  adapted  to  the  program — medical,  social,  or  educational — in 

which  it  participates,"  a  statement  that  describes  exactly  the  situation  repre- 
sented by  the  membership  of  the  American  Association  of  Psychiatric  Social 

Workers,  but  which  leaves  unanswered  the  whole  vexed  question  of  just  what 

it  is  that  so  "operates"  within  these  many  fields.  Social  Work  Year  Book,  1935, 
New  York,  Russell  Sage  Foundation,  1935,  p.  353.  It  is  interesting  that  the 
corresponding  statements  in  the  Social  Work  Year  Books  for  1937  and  1939 
define  psychiatric  social  work  much  more  closely  in  relation  to  the  practice  of 
psychiatry  and  the  agencies  that  combine  the  two  services. 

11  "The  field  of  psychiatric  social  work  .  .  .  may  be  conceived  of  in  two 
different  ways.  In  one  sense  it  consists  of  social  case  work  established  within 

psychiatric  agencies  as  a  form  of  service  essential  to  the  medical  program  of 
such  agencies.  .    .    . 

"The  second  conception  of  psychiatric  social  work  regards  it  not  as  a  special- 
ized field,  but  rather  as  social  case  work  in  whatever  field  whose  practitioners 

have  at  their  command  an  adequate  working  knowledge  of  mental  hygiene." 
And,  in  explanation  of  the  latter,  "Under  this  conception,  all  work  involving 
the  treatment  of  human  beings  requires  an  understanding  of  human  personality 
and  its  reactions  to  environment.  Many  types  of  human  experience  and  many 
fields  of  human  knowledge  contribute  to  such  understanding.  ...  At  the 
present  time  social  psychiatry  seems  to  be  making  the  most  substantial  and  most 
scientific  of  these  contributions  to  both  diagnosis  and  treatment.  It  is  this  fact 
which  provides  basis  for  believing  that  all  forms  of  social  work  dealing  with 
human  beings  in  any  of  their  relationships  should  include  an  adequate  working 
knowledge  of  social  psychiatry,  and  which  justifies  the  conception  of  social 

work  carried  on  with  this  equipment  as  psychiatric  social  work."  Porter  R.  Lee 
and  Marion  E.  Kenworthy,  Mental  Hygiene  and  Social  Work,  New  York, 

Commonwealth  Fund,  1929,  p.  1 60-1 61. 
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workers  in  psychiatric  agencies,  mental  hospitals,  and  various 

clinics.  The  second  group  consists  of  those  who  are  definitely 

concerned  with  mental  hygiene  education,  holding  positions 

specially  designated  to  indicate  such  function — the  consult- 
ants, mental  hygiene  supervisors,  executive  or  educational 

secretaries,  and  the  like — since  1932  a  diminishing  propor- 
tion. And  last,  there  are  the  workers  holding  positions  as 

regular  staff  members  in  various  social  agencies  in  which  di- 

rect treatment  relationships  are  increasingly  emphasized.12 
Because  the  administrative  organization  of  the  agency  largely 
determines  the  function  of  the  worker  who  serves  in  it,  it 

seems  desirable  to  consider  each  of  these  groups  separately. 

Psychiatric  agencies 

Within  the  established  agencies  where  psychiatry  and  so- 
cial service  are  combined,  variations  appear  in  the  role  played 

by  the  social  worker.  Community  programs  in  state  hospitals 
for  mental  disease  differ;  some  have  little  contact  with  the 

community  except  as  related  to  the  welfare  of  the  patients 

admitted  or  paroled,  others  have  built  up  a  state-wide  pro- 

gram of  community  clinics  which  involves  an  active  educa- 
tional program  as  well  as  an  increasing  share  by  the  staff  in 

problems  concerning  the  social  welfare  of  the  community. 

Psychiatric  and  mental  hygiene  clinics  exist  under  widely 

varied  auspices,  including  general  hospitals,  churches,  settle- 

12  The  full  extent  of  this  situation  is  revealed  more  clearly  in  the  following 
figures,  combined  from  the  more  detailed  data  in  Table  i,  page  80,  and 

given  approximately.  In  the  first  group,  those  employed  in  psychiatric  agencies, 
the  proportion  shifted  from  75  per  cent  in  1928  to  70  per  cent  in  1932  and  to 

50  per  cent  in  1936  and  1937.  In  the  second,  those  engaged  in  mental  hygiene 
education,  the  proportions  were,  again  approximately,  20  per  cent  in  1928, 
20  per  cent  in  1932,  and  15  per  cent  in  1936  and  1937.  And  in  the  third, 
those  holding  regular  staff  positions  in  various  social  agencies,  the  proportions 
were  5  per  cent  in  1928,  10  per  cent  in  1932,  and  35  per  cent  in  1936  and 
1937.  It  is  interesting  to  note  that  the  figures  for  1936  and  1937  are  the  same. 
A  similar  check  in  1940  revealed  that  the  proportions  were  the  same  as  in  1937. 
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mcnts,  family  welfare  societies,  and  courts 5  they  may  offer 
diagnostic  service  only,  or  they  may  be  equipped  with  a  full 
staff  for  intensive  treatment  and  research.  Child  guidance 

clinics  exist  under  still  more  varied  auspices,  with  marked 

differences  in  the  types  of  service  offered. 

In  these  hospitals  and  clinics,  differences  occur  in  the  actual 
tasks  performed,  in  the  extent  to  which  the  contribution  of 
the  social  worker  is  sought  and  utilized,  and  in  the  degree  of 

responsibility  she  carries  as  a  member  of  the  staff.  Yet  essen- 
tial functions  are  the  same.  As  a  member  of  a  staff  made  up  of 

a  psychiatrist,  a  social  worker,  and  usually  a  psychologist,  the 

psychiatric  social  worker  is  concerned  with  treatment  of  the 

patient's  social  situation.  In  general,  her  task  involves  a  four- 

fold function.  First,  she  analyzes  the  patient's  social  situation 
in  relation  to  his  present  difficulty ;  such  analysis  is  based 

upon  a  study  of  conditions  in  his  home,  family,  and  neighbor- 
hood, and  his  attitude  toward  them,  and  is  utilized,  with  the 

psychiatric,  physical,  and  psychological  findings,  in  diagnosis 

and  treatment.  Second,  she  interprets  to  the  family  the  pa- 

tient's problem  and  the  recommendations  made  by  the  psy- 
chiatrist, always  keeping  in  close  touch  with  changing  condi- 

tions in  the  home  and  family  life  which  may  cause  an  adapta- 
tion in  plans.  Third,  she  aids  the  patient  and  family  to  work 

out  a  program  for  a  more  adequate  social  adjustment,  work- 
ing closely  with  the  psychiatrist  as  treatment  progresses.  And, 

last,  she  interprets  the  diagnosis  and  plans  for  treatment  to 

her  co-workers  or  to  members  of  other  social  agencies  who 
may  also  be  interested  in  the  client  and  family.  She  may  also 
share  in  the  educational  program  of  the  hospital  or  clinic. 

These  functions  are  not  distinct  but  interwoven.  Also,  in  a 

total  working  relationship  with  client,  family,  and  psychia- 
trist, the  extent  to  which  the  psychiatric  social  worker  carries 

responsibility  for  any  or  all  these  activities  is  not  governed  by 
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any  routine  or  set  limitations.  Rather,  the  whole  procedure 
varies  according  to  the  needs  of  the  individual  case.  By  no 
means  is  it  true  that  the  worker  is  always  responsible  for  the 

analysis  of  social  data,  for  interpreting  the  findings  of  the 
psychiatrist  to  the  family,  or  for  interpreting  clinic  or  hospital 
recommendations  to  other  professional  workers.  The  extent 

to  which  she  shares  in  treatment  depends  upon  the  nature  of 

the  patient's  problem,  whether  it  is  primarily  medical  in  na- 
ture or  one  in  which  social  conditions  play  a  major  part.  And 

many  social  workers  from  community  agencies  make  direct 
contact  with  the  psychiatrist  to  discuss  the  situation  and  to 
obtain  his  interpretation  of  it. 

Working  relationships  between  psychiatrists  and  psychiat- 
ric social  workers  have  become  increasingly  flexible,  adapted 

to  the  needs  of  each  patient.  The  rigid  line  of  demarcation 

has  been  breaking  down  between  the  responsibility  of  the 
psychiatrist,  who  dealt  with  attitudes  and  emotional  changes 
in  the  life  of  his  patient,  and  that  of  the  social  worker,  who 

handled  the  necessary  changes  in  the  social  environment.13 
The  three  stages — of  study,  diagnosis,  and  treatment — have 
given  way  to  a  flexible  procedure  that  merges  all  three  into 
one.  There  is  a  greater  emphasis  upon  the  need  for  the  client 

to  maintain,  as  much  as  possible,  a  self-directing  attitude  in 
handling  his  own  problem,  to  take  responsibility  for  receiving 

or  refusing  help,  to  understand  every  step  of  the  agency's 
work  with  him,  to  share  continually  in  the  treatment  plan. 

In  some  quarters,  such  changes  have  been  taking  place 

rapidly,  in  others,  slowly  or  not  at  all.  They  represent  uneven 
growth,  differences  of  opinion,  confused  issues  in  the  whole 

field  of  social  work,  not  only  in  the  hospitals  and  clinics.  In- 

13  See  Bertha  C.  Reynolds,  The  Role  of  the  Psychiatric  Social  Worker  in 
Therapy,  New  York,  American  Foundation  for  Mental  Hygiene,  1930,  p.  3-6, 
12-145  Leona  M.  Hambrecht,  Psychiatric  and  Social  Treatment,  Functions  and 
Correlations,  Tlie  Psychiatric  Quarterly,  2:391,  July  1937. 
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evitably,  many  much -discussed  questions  have  arisen.  To 
what  extent  can  certain  individuals  be  accorded  full  respon- 

sibility to  accept  or  refuse  treatment?  Does  the  agency  have 

a  responsibility  for  the  welfare  of  the  family  and  community 

as  well  as  for  the  individual?  In  a  treatment  process  that  in- 

volves teamwork,  which  member  should  carry  main  respon- 
sibility? Should  the  social  worker  ever  carry  the  responsibility 

for  treatment  which,  in  certain  agencies,  she  is  allowed  to 
assume?  If  so,  in  what  situation?  Do  complications  arise  when 

both  psychiatrist  and  social  worker  maintain  contact  with  the 
client,  emotional  factors  in  relationships  being  what  they  are? 

Such  questions  and  others  are  bound  up  in  a  discussion  of 
the  role  of  the  psychiatric  social  worker.  They  need  further 

study  as  the  work  in  psychiatric  agencies  progresses — joint 
study  by  both  psychiatrists  and  social  workers.  Psychiatric 

agencies  have  a  special  contribution  to  make  in  regard  to  these 
problems  merely  because  of  their  understanding  of  emotional 
problems  and  their  experience  in  the  treatment  of  them. 

Just  what  effect  the  continued  greater  participation  in  com- 
munity affairs  by  hospitals  and  clinics  will  have  upon  the 

function  of  the  psychiatric  social  worker  forms  another  inter- 
esting question  for  the  future.  The  criticism  has  been  made 

that  psychiatric  social  workers  have  been  so  deeply  involved 

in  the  intensive  treatment  of  maladjusted  individuals  that 

they  have  failed  to  recognize  the  importance  of  general  social 
problems  and  so  are  not  interested  in  programs  for  social 

change.  Yet  there  is  evidence  that  psychiatric  social  workers 

are  playing  an  increasing  part  in  community  life,  and  have 
been  brought  more  and  more  into  contact  with  conditions 

that  affect  groups  as  well  as  individuals.  Likewise,  the  years 

of  the  depression  have  resulted  in  a  general  swing  of  interest 

from  intensive  treatment  of  individual  problems  to  a  general 

program  of  social  welfare,  from  adjustment  of  an  individual 
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to  his  environment  to  the  establishment  of  social  conditions 

that  will  prevent  burdens  of  insecurity  and  fear  so  great  that 

adjustment  is  impossible. 

Mental  hygiene  education 

The  psychiatric  social  worker  as  educator  in  mental  hygiene 

has  a  purpose  quite  different  from  that  which  characterizes 

her  as  social  case  worker  in  a  psychiatric  agency.  Her  work  is 

carried  on  in  four  groups  of  agencies.14  In  three  of  these 
groups  she  adapts  her  training  and  experience  in  psychiatric 

social  work  to  the  work  of  an  agency  representing  another 

area  of  activity,  and  in  two  of  the  three,  to  a  profession  other 

than  social  work.  In  the  public  health  nursing  organizations 

and  in  many  educational  institutions,  she  gives  to  the  staff 

nurses  and  the  classroom  teachers  an  understanding  of  emo- 
tional problems  that  will  enable  them  to  do  their  work  more 

effectively.  Interesting  changes  in  the  work  she  does  in  these 

organizations  have  taken  place.  One  of  the  most  significant 

has  been  the  increasing  use — as  a  basis  of  group  discussions — 
of  current  human  situations  met  in  the  daily  work  of  nurses 

and  teachers  instead  of  case  records  drawn  from  the  psychiat- 

ric social  worker's  experience  in  a  psychiatric  agency.  Another 
has  been  the  substitution  of  informal  discussions  for  the  more 

formal  study  groups — discussions  concerning  baffling  prob- 
lems of  conduct  and  attitudes  and  the  relationship  of  the 

worker  to  them. 

These  two  changes  in  themselves  have  definite  implica- 
tions. The  psychiatric  social  worker  who  takes  a  position  as 

mental  hygiene  consultant  in  a  public  health  nursing  organi- 
zation or  joins  the  staff  of  a  school  now  needs  not  only  to  be 

well  equipped  in  her  own  field,  mental  hygiene  and  psychiat- 

ric social  work,  but  also — to  lesser  degree,  perhaps — in  the 

14  Public  health  nursing  organizations,  educational  institutions,  mental  hy- 
giene societies,  and  family  and  child  welfare  agencies.  For  full  discussion  see 

Chapter  Two,  pages  63-73,  an^  Chapter  Five. 
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field  to  which  she  applies  her  knowledge.  Thus  the  steady 

absorption  of  the  purpose  and  the  problems  of  the  new  field, 

and  the  effective  adaptation  of  her  own  knowledge  and  expe- 
rience to  it,  are  primary  objectives  in  her  work.  Inevitably, 

distinctive  differences  between  her  point  of  view  and  that  of 

her  co-workers  tend  to  disappear.  Because  of  its  very  nature, 

her  task  lies  in  what  might  be  termed  the  boundary  zone  be- 
tween her  specialty  and  an  allied  field.  She  and  those  with 

whom  she  is  working  are  seeking  to  find  common  points  of 

view,  common  ground  for  understanding.  Able  members  of  a 
staff  of  public  health  nurses  or  teachers  are  absorbing  the 

"mental  hygiene"  she  offers  and  putting  that  knowledge  into 
effect  in  their  own  work,  in  ways  the  consultant  herself,  be- 

cause of  lack  of  experience  in  the  field,  might  not  be  equipped 
to  do. 

By  way  of  example,  in  many  public  schools  today  teachers 
are  concerned  with  conditions  within  the  classroom  that  will 

ensure  sound  mental  health  for  all  children.  Once  assured 

that  the  purpose  of  mental  hygiene  courses  was  not  to  make 

them  responsible  for  case  work  for  all  the  maladjusted  chil- 
dren in  their  care,  they  have  centered  interest  more  and  more 

upon  "the  mental  hygiene  of  the  classroom."  Skilful  teachers 
everywhere  are  utilizing  the  contributions  from  psychiatric 

social  workers,  visiting  teachers,  psychologists,  and  others,  to 

develop  ways  of  handling  the  complicated  problems  of  group 

relationships — influencing  class  attitudes  toward  individuals 
who  fail  or  who  are  physically,  socially,  or  intellectually  dif- 

ferent from  their  fellows ;  relaxing  administrative  regula- 
tions so  that  handicapped  individuals  may  have  a  chance  to 

adjust  but  in  such  a  way  that  the  discipline  of  the  group  is 
not  affected.  A  school  administrator  recently  made  a  signifi- 

cant statement,  which  in  general  context  is  as  follows:  "We 
have  received  a  great  deal  of  help  from  the  specialists  in 

our  school  (psychiatrist,  psychologist,  and  psychiatric  social 
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worker)  in  regard  to  baffling  individual  problems,  in  working 
out  individual  programs.  Yet  when  we  ask  for  advice  as  to 

changes  in  administrative  organization  or  in  classroom  condi- 
tions, we  often  find  these  specialists  are  as  unsure  as  we.  What 

has  the  field  of  mental  hygiene  to  offer  us  in  the  way  of  assist- 

ance in  group  welfare?" 
The  question  is  a  challenging  one.  Mental  hygiene  educa- 

tion in  the  fields  of  education  and  public  health  nursing  inevi- 
tably is  concerned  with  groups  as  well  as  individuals.  It  also 

is  related  to  training  programs  for  nurses  and  teachers.  It 

represents  an  area  in  which  psychiatric  social  work  should 
continue  to  make  a  contribution  for  some  time  to  come.  This 

being  the  case,  two  aspects  of  the  situation  need  to  be  empha- 
sized. First,  in  applying  her  knowledge  to  an  allied  field,  the 

psychiatric  social  worker  is  in  a  position  where  similarities, 
not  distinctive  differences,  between  her  work  and  that  of 

others  become  the  media  through  which  she  works ;  and,  sec- 
ond, her  continued  contribution  depends  on  her  ability  to  keep 

abreast  of  the  problems  within  the  field  that  has  turned  to 

her  for  help,  and  to  work  closely  with  workers  in  this  field, 

adapting  her  knowledge  and  experience  to  new  needs. 
In  the  societies  for  mental  hygiene,  where  they  usually 

have  the  title  of  executive  secretary  or  educational  secretary, 

psychiatric  social  workers  are  concerned  with  a  state-wide 
program  of  education.  In  programs  which  either  maintain 
clinics  or  offer  a  supervisory  or  consultant  service  to  clinics, 

they  maintain  contact  with  the  clinic  staffs,  keeping  in  close 
touch  with  case  work  and  with  the  community  relationships 
in  which  the  clinic  is  involved.  However,  their  work  is  in  the 

main  concerned  with  surveys,  publications,  giving  informa- 

tion at  the  request  of  community  groups,  assisting  in  arrang- 
ing local  programs  in  the  interest  of  mental  hygiene,  supply- 
ing speakers,  working  with  community  groups  who  wish  to 

organize  clinics  or  other  facilities  for  mental  hygiene  service. 
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The  task  is  one  that  would  be  characterized  as  community 

organization  and  publicity  rather  than  case  work. 
The  question  has  often  arisen  whether  the  usual  academic 

courses  with  field  experience  in  a  psychiatric  agency — the 

nucleus  of  specialized  training  for  psychiatric  social  work — 
give  the  needed  equipment  for  such  a  position  in  a  mental 
hygiene  society,  or  whether  training  and  experience  in  case 
work  is  necessary  at  all  in  a  function  that  so  clearly  involves 

organization  work.  Would  not  training  in  making  surveys 

and  in  publicity  methods  be  better  preparation?  It  seems  ob- 
vious that  preparation  in  these  last  named  areas  is  essential 

for  adequate  functioning  as  an  executive  secretary.  But  train- 

ing and  experience  in  psychiatric  social  case  work  and  a  thor- 
ough knowledge  of  the  mental  hygiene  field  would  seem  to 

be  an  essential  part  of  her  equipment  also. 

Social  case  work  agencies 

There  remains,  then,  the  highly  controversial  and  much 

discussed  role  of  the  psychiatric  social  worker  functioning 

within  a  varied  group  of  case  work  agencies,  chief  among 

which  are  the  organizations  for  family  and  child  welfare.15 
At  first,  in  1927  or  1928,  psychiatric  social  workers  were  in 

demand  as  consultants,  their  task  primarily  one  of  mental 

hygiene  education,  bringing  to  the  staff  members  their  special 
knowledge  of  mental  disease  and  emotional  disorders.  Later, 

they  entered  this  field  as  regular  staff  members,  either  as 

supervisors  or  as  case  workers.  This  situation,  now  that  one- 
fourth  of  the  membership  is  involved,  has  precipitated  the 

questions  raised  in  1929  and  still  being  discussed:  Are  these 

workers  doing  psychiatric  social  work?  What  is  psychiatric 
social  work?  What  is  a  psychiatric  agency? 

One  wonders  why  one  simple  and  seemingly  obvious  an- 

15  Approximately  25  per  cent  of  the  members  of  the  American  Association 
of  Psychiatric  Social  Workers  were  so  engaged  in  1938,  23  per  cent  in  1940. 
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swer  has  not  been  suggested  and  accepted  long  ago:  such 
work  is  not  psychiatric  social  work  (which,  by  definition,  is 
social  work  practiced  in  connection  with  psychiatry),  and  the 
members  of  the  American  Association  of  Psychiatric  Social 

Workers  who  hold  such  positions  are  psychiatric  social  work- 
ers who  are  practicing  in  another  field.  This  is  obviously 

true  of  those  who  have  become  teachers,  deans,  school  coun- 
selors, or  classroom  instructors  in  a  university,  even  though 

they  carry  to  the  new  positions  a  more-than-average  knowl- 
edge of  emotional  life  and  problems  of  adjustment.  Yet,  in 

social  case  work  in  family  welfare  societies,  child  welfare 

agencies,  juvenile  courts,  and  emergency  relief  agencies,  such 
a  point  of  view  has  not  been  generally  accepted.  And  behind 
the  disagreement  lies  the  alternative  concept  of  psychiatric 

social  work:  "social  case  work  in  whatever  field  whose  practi- 
tioners have  at  their  command  an  adequate  working  knowl- 

edge of  mental  hygiene."16 
This  concept,  accepted  without  much  question  a  few  years 

ago,  has  been  increasingly  difficult  to  maintain  as  a  working 

knowledge  of  mental  hygiene  has  become  more  generally  a 

part  of  the  equipment  of  social  workers.  There  is  no  indica- 
tion that  it  will  be  any  less  so  in  the  future,  simply  because  of 

the  extremely  difficult  task  of  defining  the  exact  extent  of 

that  "adequate  working  knowledge."  Even  more  trouble- 
some is  the  definition  of  the  exact  nature  of  "adequate  per- 

formance" in  case  work,  based  on  a  comparison  of  methods 
used  and  results  obtained  by  workers  equipped  with  special 

training  and  experience  in  psychiatric  social  work  and  by  those 
not  so  equipped.  During  the  last  five  years,  there  seems  to 
have  been  a  more  general  acceptance  of  the  difficult  nature 
of  such  a  task.  Yet  the  discussion  of  it  continues  to  confuse 

the  definition  of  psychiatric  social  work,  to  obscure  develop- 
ments that  are  steadily  going  on  in  the  areas  where  the  psy- 

16  Lee  and  Kenworthy,  Mental  Hygiene  and  Social  Work,  p.  161. 
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chiatric  social  worker  functions  as  a  member  of  a  clinic  team 

or  as  a  specialist  in  mental  hygiene  education. 

The  increasing  responsibility  carried  by  social  workers  gen- 
erally for  the  treatment  of  emotional  problems  in  clients  is 

the  chief  cause  of  the  discussion.  When  a  psychiatric  social 

worker  who  takes  a  position  as  staff  case  worker  in  a  social 

agency  is  given  a  small  selected  case  load  representing  fami- 
lies or  individuals  with  marked  emotional  maladjustment 

and  assumes  responsibility  for  their  treatment,  her  position 
takes  on  the  appearance  of  a  specialized  task  calling  for  all 

the  specialized  knowledge  and  skill  she  possesses.  She  is  do- 

ing the  same  things — so  some  maintain — that  she  previously 
did  in  her  social  case  work  in  the  clinic  or  hospital,  the  only 

difference  being  that  she  is  not  working  in  connection  with 
psychiatric  service.  The  consultant  service  of  a  psychiatrist 

may  even  be  available  to  the  agency  or  there  may  be  a  close 

cooperative  relationship  between  the  agency  and  a  psychiatric 

or  mental  hygiene  clinic  in  the  community. 
While  psychiatric  social  workers  have  taken  staff  positions 

in  child  welfare  organizations,  social  service  departments  in 

general  hospitals,  special  employment  agencies,  and  other 

organizations,  the  family  welfare  agencies,  because  they  form 

the  largest  group,  hold  the  center  of  the  stage  in  regard  to 
this  vexed  question.  Furthermore,  since  1930  a  new  emphasis 

has  appeared  within  the  family  welfare  agencies.  As  unem- 
ployment increased,  as  the  burden  of  relief  reached  alarming 

proportions,  as  national,  state,  and  local  governments  took 

over  responsibility,  private  family  welfare  transferred  a  cer- 
tain proportion  of  its  case  load  to  the  public  agencies.  The 

result  was  that  to  private  agencies  came  a  much  needed  and 
long  desired  opportunity  to  reduce  their  case  loads  and  to  do 
more  intensive  work  with  the  families  that  remained — fami- 

lies presenting  problems  of  emotional  maladjustment  in  addi- 
tion to  financial  need.  Likewise  since  1930,  we  find  workers 
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in  the  family  field  beginning  to  utilize  knowledge  and  expe- 
rience acquired  in  the  field  of  psychiatry  to  develop  case  work 

procedures  sufficiently  different  from  previous  practice  to  be 

designated  by  new  terms — terms  which  define  the  role  of 
social  worker  as  therapist  in  her  relation  to  clients  whose 

chief  difficulty  lies  in  emotional  maladjustment. 

As  early  as  1925,  leading  family  welfare  agencies  were 

employing  psychiatric  social  workers,  or  were  providing 
means  whereby  their  own  staff  might  add  mental  hygiene  and 

social  psychiatry  to  their  equipment.  Recently,  with  the  em- 
phasis upon  a  treatment  relationship,  there  has  been  an  even 

greater  demand  for  psychiatric  social  workers.  Likewise,  psy- 
chiatric social  workers  saw  in  the  family  agencies  a  new  op- 

portunity for  the  utilization  of  their  past  experience  and 
training. 

The  American  Association  of  Psychiatric  Social  Workers 
has  seen  some  of  its  most  experienced  and  able  members  enter 
the  family  field.  It  has  watched,  in  certain  professional  schools, 

the  development  of  programs  of  training  for  family  case 

workers,  programs  which,  except  for  the  actual  field  work  in 

a  psychiatric  agency,  closely  approximated  the  courses  for 
those  who  were  training  for  psychiatric  social  work.  And 
within  the  membership  committee  such  questions  as  these 

arose:  Should  these  members  be  considered  as  no  longer  en- 
gaged in  psychiatric  social  work?  Should  the  student  who 

graduates  as  a  psychiatric  social  worker  from  a  professional 

school — having  completed  the  courses  and  the  field  experi- 
ence in  a  psychiatric  agency — and  then  takes  a  position  in  a 

family  agency  be  barred  from  active  membership?  In  certain 
family  agencies,  it  was  argued,  these  persons,  the  experienced 
worker  and  the  new  graduate,  were  engaged  in  case  work  with 
the  same  problems  of  emotional  maladjustment  that  they 
would  encounter  in  a  clinic.  They  were  doing  more  intensive 

work,  with  more  opportunity  to  utilize  special  knowledge 
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and  skill,  than  they  could  do  in  many  busy  and  understaffed 

psychiatric  clinics.  Therefore,  it  was  maintained,  the  work 
should  be  included  in  the  definition  of  psychiatric  social  work, 

with  the  experience  requirement  waived,  so  that  new  mem- 
bers with  such  training  could  be  admitted  to  full  active  mem- 

bership. 
In  1928  or  thereabouts,  the  role  of  psychiatric  social 

worker  in  hospitals  and  clinics  was  obscured  by  the  growing 
interest  in  the  psychiatric  social  worker  as  mental  hygiene 

educator.  Likewise,  in  1936  or  thereabouts,  progress  in  the 

shared  responsibility  for  treatment  in  relation  to  psychiatry 

was  being  obscured  by  the  development,  in  case  work  agen- 
cies, of  the  independent  role  of  social  worker  as  therapist. 

There  is  no  doubt  that  this  situation,  acute  at  about  that 

time,  raised  significant  questions  and  caused  confusion  and 

misunderstanding.  Yet  there  is  every  indication  that  it,  too, 

viewed  in  perspective,  will  fall  into  place  as  a  significant  de- 
velopment, which,  closely  related  to  psychiatric  social  work, 

nevertheless  need  not  disturb  the  established  basis  for  defini- 
tion of  the  field. 

CONCLUSIONS 

What  is  psychiatric  social  work?  In  the  light  of  the  origin 

and  development  of  the  field,  in  the  face  of  the  recent  im- 
passe caused  by  the  varied  interests  and  activities  emanating 

from  it,  there  can  be  but  one  answer  to  that  question.  It  is 
social  work  practiced  in  relation  to  psychiatry.  On  such  a  basis 

only  can  be  built  the  special  body  of  knowledge  and  experi- 
ence that  makes  up  a  specialized  field.  This  special  area  of 

social  work  activity  cannot  be  negated  simply  by  changing  the 
name  or  by  the  decision  to  continue  or  give  up  the  activities 

of  professional  organization.  The  problem  for  the  profes- 
sional organization  is  not  so  much  the  definition  of  psychiatric 

social  work  as  the  decision  as  to  whether  the  organization 
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should  continue  to  study  and  aid  in  the  contribution  of  psy- 

chiatry to  the  treatment  of  maladjusted  human  beings  and 

to  promote  association  and  high  standards  of  performance 

among  the  workers.17 
What  is  a  psychiatric  agency?  There  are  two  essential  ele- 

ments in  the  definition:  first,  that  the  agency's  concern  shall 
be  the  practice  of  psychiatry,  and,  second,  that  the  primary 

purpose  of  the  agency  shall  be  the  study,  treatment,  or  pre- 
vention of  mental  disease  and  nervous  disorder. 

Obviously,  there  are  complications  in  any  hard-and-fast 
definition.  The  allied  and  overlapping  fields  of  psychiatry 

and  neurology  in  the  profession  of  medicine  present  one,  with 

the  "neuropsychiatry"  clinics  indicating  the  joint  interests. 
Another  appears  in  the  borderline  area  where  interest  in  pre- 

vention within  the  field  of  psychiatry  meets  the  emphasis  on 

prevention  that  is  a  special  goal  of  the  field  of  mental  hy- 
giene. Mental  hygiene  is  a  huge  and  varied  and  undefined 

field,  and  there  is  no  way  of  preventing  any  interested  person 

from  entering  and  claiming  a  special  place  therein.18  The  task 
of  establishing  a  definition  for  a  mental  hygiene  agency  con- 

cerned with  the  prevention  of  mental  disease  looms  as  a  well- 

nigh  impossible  task.  A  third  difficulty  appears  in  the  preva- 

lence of  part-time  or  consultant  service  of  psychiatrists  in  a 

varied  group  of  agencies  that  are  concerned  with  child  wel- 

fare, family  case  work,  and  the  employment  of  the  handi- 

capped. And  the  question  has  often  been  asked — are  they  not 
psychiatric  agencies  if  psychiatric  advice  is  available  and  if 

the  work  is  carried  on  with  a  "psychiatric  point  of  view"? 
It  is  possible  to  allow  such  complications  as  these  to  con- 

fuse and  postpone  indefinitely  a  clear  definition.  Yet  accept- 

17  The  problems  before  the  American  Association  of  Psychiatric  Social 
Workers  and  certain  recommendations  are  presented  in  the  Appendix,  pages 

307  fT. 
18  See  Psychology  and  Psychiatry  in  Pediatrics:  The  Problem,  Report  of  the 

Subcommittee  on  Psychology  and  Psychiatry,  White  House  Conference  on  Child 
Health  and  Protection,  New  York,  Century,  1932,  p.  44. 
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ance  of  the  two  essentials  given  above  would  provide  clarity, 

even  in  the  face  of  disagreement  about  wording.  It  is  the  pur- 
pose for  which  an  agency  is  established  that  determines  its 

special  service.  A  professional  association,  facing  the  task  of 

deciding  on  qualifications  of  applicants  for  membership,  will 
continually  meet  disturbing  questions.  Does  applicant  A,  who 
is  working  in  a  clinic  under  the  direction  of  a  neurologist, 

qualify  for  the  experience  requirement  of  a  year  in  a  psy- 

chiatric agency?  Does  applicant  B,  who  is  working  in  a  "men- 
tal hygiene"  clinic  directed  by  a  psychologist,  qualify  for  the 

same  requirement?  Does  applicant  C,  who  is  working  in  a 

mental  hygiene  department  of  a  college  with  a  psychiatrist 

giving  part-time  consultant  service,  qualify  for  membership 
on  the  basis  of  this  experience?  Any  membership  organization 
must  accept  the  responsibility,  unpleasant  as  it  may  be,  of 

making  decision  in  such  individual  instances.  Yet  the  need  for 
a  clear-cut  definition  remains. 

Who  is  a  psychiatric  social  worker?  There  are  at  present 

two  claimants  for  this  title:  (1)  the  social  worker  functioning 

in  an  agency  established  for  the  purpose  of  the  study,  treat- 
ment, and  prevention  of  mental  disease,  even  though  she  has 

had  no  special  professional  equipment  for  her  work;  (2)  the 
social  worker  who  has  satisfactorily  completed  a  prescribed 

course  of  study  in  psychiatric  social  work,  whether  or  not  the 

position  she  holds  after  training  represents  social  work  prac- 
ticed in  relation  to  psychiatric  service.  The  title  psychiatric 

social  worker  does  not  necessarily  imply  today  both  profes- 
sional equipment  and  experience  in  the  field. 

»  The  title  of  psychiatric  social  worker  should  mean  both 

training  and  practice  in  the  special  field.  In  well-established 
professions  with  recognized  programs  for  training,  education 

and  practice  together  give  meaning  to  the  title  borne  by  the 

workers,  but  in  the  young  and  growing  field  of  psychiatric 

social  work  this  stage  has  not  yet  been  reached.  There  prob- 
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ably  was  similar  difficulty  about  the  title  of  physician  in  the 

days  when  barbers  performed  surgery.  There  was  difficulty 

in  regard  to  the  term  nurse  in  the  days  before  nurses'  training 
was  established. 

Definition  of  purpose  and  function,  a  constant  responsibil- 
ity for  the  professional  organization,  underlies  any  plan  to 

establish  training  requirements.  It  also  gives  impetus  and  di- 

rection to  the  slow  process  by  which  employing  agencies  gen- 
erally come  to  know  what  is  adequate  training  for  psychiatric 

social  work.  A  worker  in  a  mental  hospital  who  obtains  her 

position  in  spite  of  the  fact  that  she  has  had  no  training  and 

then  uses  the  title  psychiatric  social  worker  is  merely  an  un- 
trained worker  in  the  field — evidence  of  the  need  for  work- 

ing toward  a  more  general  acceptance  of  training  require- 
ments. The  graduate  of  a  prescribed  course  in  psychiatric 

social  work  in  an  accredited  professional  school  who  takes  a 

position  in  a  social  agency  or  an  institution  for  orphans,  or 

becomes  probation  officer  in  a  juvenile  court  or  dean  of 

women  in  a  high  school,  is  an  individual  worker  who  is  utiliz- 
ing her  psychiatric  social  work  training  in  some  other  field. 

If  progress  in  the  field  of  psychiatric  social  work  is  to  go 

forward  at  this  point,  the  existing  basis  of  social  work  prac- 
ticed in  connection  with  psychiatry  should  be  reaffirmed  and 

accepted.  Such  a  recommendation  may  be  interpreted  by  some 

as  a  "going  back,"  a  limiting  of  activities  to  a  narrow,  circum- 
scribed area.  The  rapid  expansion  of  psychiatric  social  work 

brought  about  the  urgent  need  for  organizing  new  services 
and  working  out  relationships  with  other  fields.  Inevitably, 
those  whose  interests  are  allied  with  that  expansion  will  be 

disturbed  by  this  talk  of  connection  with  psychiatry  and  of 

functioning  in  hospitals  and  clinics.  They  may  interpret  it  as 
a  futile  attempt  to  put  a  genie  back  into  the  bottle  from  which 
it  came. 

Such  reaffirming  of  the  field  of  psychiatric  social  work  may 
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mean  a  narrowing  of  activities  for  the  professional  organiza- 
tion. Vet  it  does  not  spell,  by  any  means,  either  retrogression 

or  an  isolated  area  of  activity.  Boundary  lines  between  all 

fields  that  deal  with  human  relationships  are  steadily  break- 

ing down.  Education  and  social  work,  psychiatry  and  medi- 
cine, psychology  and  psychiatry,  psychology  and  sociology, 

mental  hygiene  and  public  health  and  education — who  can 
separate  the  complicated  issues  and  overlapping  activities  that 
are  characteristic  of  these  fields  today?  Psychiatric  social  work 

is  allied  with  all  of  them,  sharing  mutual  interests  and  co- 
operative endeavor.  In  mental  hygiene  education,  psychiatric 

social  workers  have  played  an  important  part,  and  will  con- 
tinue to  do  so.  Progress,  well  marked  and  clearly  recognized, 

in  the  utilization  of  psychiatric  and  mental  hygiene  knowl- 
edge within  the  fields  of  medicine,  education,  and  social  work, 

represents  a  fascinating  story  within  each  field.  Those  who 

have  training  in  psychiatric  social  work  will  undoubtedly  con- 
tinue to  enter  these  fields,  in  a  lessening  degree,  as  specialists, 

and  in  an  increasing  degree,  perhaps,  as  workers  taking  their 
past  experience  into  another  area.  But  in  so  doing,  they  will 
no  longer  attempt  to  bring  their  particular  activity  within  the 

definition  of  psychiatric  social  work  or  to  broaden  that  defini- 
tion so  that  this  activity  may  be  included. 

For  psychiatric  social  work  means  a  working  relationship 

with  psychiatry.  The  essence  of  its  specialty  lies  in  the  con- 
tinued contribution  of  social  work  .experience  to  the  practice 

of  psychiatry  and  the  continued  utilization  in  the  practice  of 

social  work  of  knowledge  and  experience  gained  from  the 
psychiatric  field. 



CHAPTER    TWO 

The  Growth  of  Psychiatric  Social  Work 

PSYCHIATRIC  social  work  has  been  described  as  "a  new 

emphasis  rather  than  a  new  function/'  representing  in 
its  origin  a  focusing  of  various  influences  which  had  brought 

about,  on  the  part  of  social  work,  more  attention  to  the  men- 
tal or  psychological  factors  in  social  maladjustment,  and  on 

the  part  of  psychiatry,  increasing  attention  to  the  social  needs 

of  the  patient.1  Early  in  the  twentieth  century  there  appeared, 
within  psychiatry,  a  definite  shift  of  interest  from  the  diag- 

nosis and  classification  of  mental  diseases  to  the  personality 

of  the  patient  in  relation  to  his  environmental  situation.2 
Within  the  field  of  social  work,  at  about  the  same  time,  ap- 

peared a  new  awareness  that  emotional  disturbance  frequently 

was  involved  in  inability  to  hold  a  job,  to  get  along  with  fam- 
ily and  co-workers,  to  refrain  from  behavior  that  inevitably 

brought  difficulties.  Psychiatry  turned  to  social  work  for  help 

in  the  "study  of  the  personality  in  relation  to  his  environmen- 

tal situation,"  just  as  social  work  turned  to  psychiatry  for 
help  in  baffling  problems  of  attitudes  and  behavior. 

At  the  same  time  psychoanalysis  appeared,  to  center  atten- 
tion upon  childhood  experiences.  The  mental  hygiene  move- 

ment rose  to  prominence  and  there  was  a  new  demand  for 

psychiatric  service  in  juvenile  and  adult  courts,  public  health 

organizations,  educational  institutions,  industry — areas  where 
social  work  was  already  in  demand. 

1  E.  E.  Southard  and  Mary  C.  Jarrett,  The  Kingdom  of  Evilsy  New  York, 
Macmillan,  1922,  p.  518. 

2  This  change  has  come  to  be  described  as  a  change  from  the  "old  classical" 
to  the  "new  dynamic"  psychiatry.  The  names  of  Dr.  Adolf  Meyer,  Dr.  E.  E. 
Southard,  and  Dr.  William  White  should  be  mentioned  as  foremost  among  the 

leaders  responsible  for  the  furthering  of  "dynamic"  psychiatry. 
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FORERUNNERS  OF  PSYCHIATRIC  SOCIAL  WORK 

The  first  unorganized  beginnings  of  this  "focusing"  or 
drawing  together  of  the  two  fields  of  psychiatry  and  social 
work  are  difficult  to  trace.  Dr.  Adolf  Meyer  has  stated  that 

"Before  our  present  day  type  of  social  work  was  organized, 
psychiatry  here  and  there  had  for  probably  a  century  done  a 
kind  of  social  work  under  the  name  of  after  care.  In  Switzer- 

land, France,  and  many  other  regions  there  were  organized 

provisions  to  pave  the  way  for  patients  discharged  from  hos- 

pitals for  the  insane."3  In  the  United  States,  even  "as  far 
back  as  i860"  there  appeared,  in  annual  reports  of  certain 
state  hospitals,  recognition  of  the  need  for  consideration  of 

the  social  problems  at  the  time  of  a  patient's  discharge.4  Such 
reports  also  show  that  some  "social  investigation"  was  done 
by  the  doctors  themselves,  particularly  of  patients  placed  in 

boarding  homes. 

More  general  interest  in  social  readjustment  was  evident 

in  1894,  when  the  American  Neurological  Association  "sent  a 
circular  letter  to  several  prominent  alienists  and  neurolo- 

gists." Of  the  "fifty  replies  received  the  majority  expressed 
.  .  .  their  decided  belief  in  the  great  advantages  likely  to 

result"  from  after  care  work.5 
In  1922,  Dr.  Adolf  Meyer  thus  described  the  changing 

emphasis  in  psychiatry,  which  lay  back  of  this  growing  inter- 

est in  the  social  situation  of  the  patient:  "From  verbal  and 
high  sounding  diagnosis  of  patients,  we  had  led  psychiatry 
to  a  formulation  of  the  facts  in  terms  of  reactions  to  more  or 

less  clearly  defined  situations,  personal  and  social  .  .  .  also 

to  an  emphasis  of  the  importance  of  childhood  life  and  of  a 

3  Adolf  Meyer,  Historical  Sketch  and  Outlook  of  Psychiatric  Social  Work, 
Hosfital  Social  Service,  5:221,  April  1922. 

4  From  an  unpublished  report  by  Helen  M.  Crockett,  History  of  Social 
Work  in  the  Worcester  State  Hospital  (Massachusetts),  1934. 

5  Through  its  Committee  on  After  Care  of  the  Insane,  Dr.  Henry  Stedman, 
chairman. 
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proper  balance  of  work  and  play  and  satisfactions  in  family 

and  social  groups."6 
In  social  work,  a  corresponding  evidence  of  interest  in 

mental  disease  appears.  In  1874,  at  a  meeting  of  the  National 
Conference  of  Social  Work,  a  paper  was  read  on  The  Duty  of 

the  States  toward  Their  Insane  Poor.  The  subject  of  insanity 
appeared  frequently  on  the  programs  thereafter,  and  later  a 
Section  on  Feeblemindedness  and  Insanity  was  created,  to 

become  in  191 7  the  Mental  Hygiene  Section.  Family  case 

workers,  dealing  continually  with  situations  created  or  com- 

plicated by  mental  disease  and  making  use  of  increasing  fa- 

cilities to  have  such  clients  examined  by  an  "alienist,"  were 
learning  through  experience  the  social  significance  of  mental 
disease.  The  first  comprehensive  presentation  of  the  practice 

of  social  case  work — Social  Diagnosis,  by  Mary  E.  Richmond 

in  1 91 7 — lays  emphasis  upon  the  personality  of  the  client, 
his  relationship  to  others,  and  the  need  for  understanding 
motives  behind  behavior  as  well  as  for  recording  the  facts  of 
that  behavior.  Recognition  of  psychological  factors  in  social 

maladjustment  appears  even  more  definitely  in  her  later 

book,  What  Is  Social  Case  Work?,  with  case  work  itself  de- 

fined as  "those  processes  which  develop  personality  through 
adjustments  consciously  effected,  individual  by  individual, 

between  men  and  their  social  environment."7 
In  1906,  Louisa  Lee  Schuyler  made  an  investigation  of  the 

after  care  societies  in  England8  and  presented  to  the  New 
York  State  Commission  on  Lunacy  a  practical  plan,  enlisting 
the  assistance  of  the  New  York  State  Charities  Aid  Associa- 

tion. In  the  same  year  a  Sub-Committee  on  After  Care  of  the 
Insane  was  appointed  to  study  and  help  develop  the  program 

6  Meyer,  of.  cit. 
7  Mary  E.  Richmond,  Social  Diagnosis,  New  York,  Russell  Sage  Foundation, 

1917  j  What  Is  Social  Case  Work?,  New  York,  Russell  Sage  Foundation,  1922. 

8  In  1880,  the  Society  for  the  After  Care  of  the  Insane  was  established  in 

England.  Members  gave  friendly  supervision  to  patients  discharged  from  men- 
tal hospitals. 
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of  after  care.  Thus  interest  in  the  social  adjustment  of  pa- 

tients discharged  from  state  hospitals  crystallized  into  a  defi- 
nite program. 

In  April  1906,  the  first  "after  care  agent,"  a  graduate  of 

the  New  York  School  of  Philanthropy,9  was  employed  by  the 
State  Charities  Aid.  Five  years  later,  acting  upon  a  resolution 

submitted  by  the  State  Charities  Aid,10  the  first  after  care 
worker  to  be  paid  by  state  funds  was  appointed  by  the  State 

Commission  on  Lunacy  and  assigned  to  Manhattan  State  Hos- 

pital. In  the  same  year  an  outpatient  department  was  estab- 
lished at  Long  Island  State  Hospital,  and,  in  cooperation  with 

Manhattan  and  Central  Islip  State  Hospitals,  a  dispensary 

for  nervous  and  mental  diseases,  "to  be  known  as  the  East 
Side  Clinic."  "A  social  service  worker  attends  clinics,  visits 
homes  of  patients,  and  cooperates  with  the  Board  of  Educa- 

tion." By  May  19 14  there  were  field  workers  employed  in 
eleven  state  hospitals.  Fourteen  dispensaries  were  maintained 

by  state  hospitals,  and,  in  New  York  City  alone,  there  were 

twenty  clinics  for  mental  and  nervous  disorders.11 
We  find  interest  in  prevention  and  in  education  of  the 

community  in  regard  to  mental  and  nervous  diseases  going 
hand  in  hand  with  the  primary  purpose  of  the  subcommittee 

of  the  State  Charities  Aid.  The  minutes  of  the  meetings,  dur- 

ing the  years  1908-19 15,  deal  with  plans  for  extension  of 
social  service  in  the  hospitals,  consideration  of  parole  laws, 
recommendation  for  their  adaptation,  recommendations  for 

improvements  in  the  care  of  the  patients  in  the  state  and 
psychopathic  hospitals.  There  was  also  discussion  of  the  need 

for  outpatient  clinics,  and  for  "education  in  the  schools."12 
9  Now  the  New  York  School  of  Social  Work. 

10  The  resolution  urged  the  State  Commission  to  include  in  its  estimate  of 
expenses  for  the  ensuing  year  a  sum  sufficient  to  enable  it  to  detail  at  least 
one  physician  and  one  nurse  or  social  worker  to  each  state  hospital,  for  field 
work  related  to  the  study  and  prevention  of  insanity. 

11  This  material  was  obtained  from  records  in  the  files  of  the  State  Charities 
Aid  Association. 

12  The  very  changes  in  the  title  of  the  committee  show  its  increasing  interest 
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In  Massachusetts,  similar  interest  in  after  care  led,  in  1913, 
to  the  appointment  of  social  workers  at  Danvers  and  Boston 
State  Hospitals.  In  that  state  as  in  New  York,  social  work  in 

state  hospitals  has  grown  rapidly  from  191 3  to  the  present, 
with  a  similar  development  of  outpatient  and  mental  hygiene 
clinics  under  state  hospital  auspices.  In  191 8,  the  Division  of 
Social  Service  was  created  under  the  Department  of  Mental 
Diseases,  providing  a  central  organization  to  coordinate  the 
work  and  to  outline  the  function  of  social  service  in  state  hos- 

pitals. Other  states,  particularly  Illinois,  Pennsylvania,  and 
New  Jersey,  have  shown  a  similar  development. 

Social  service  was  established  at  about  the  same  time,  1905, 

in  neurological  clinics  in  Massachusetts  General  Hospital, 
Bellevue  Hospital,  and  Cornell  Clinic  in  New  York  City. 
The  work  at  the  Massachusetts  General  Hospital  became  the 

most  generally  known.  In  1905,  when  the  social  service  de- 
partment of  the  hospital  was  organized,  workers  were  used  by 

the  neurological  clinic  as  an  aid  for  both  more  accurate  diag- 
nosis and  more  effective  treatment.  In  1 907,  Dr.  James  Put- 
nam, in  charge  of  the  neurological  clinic,  appointed  Miss 

Edith  Burleigh  for  full-time  service  in  the  clinic  and,  under 
his  personal  supervision,  gave  her  training  for  the  work. 

A  detailed  description  of  this  new  service,  appearing  in  the 
annual  reports  of  the  Massachusetts  General  Hospital  for 

1 907-1 9 10,  gives  one  of  the  first  indications  of  the  function 
of  social  work  in  clinics  for  mental  patients.  Of  special  signifi- 

cance are  the  close  working  relationship  with  the  physicians 

in  charge  of  the  clinic  and  the  responsibility  carried  by  the 
workers  for  treatment  as  well  as  for  social  investigation.  They 

shared  in  the  supervision  of  patients  in  their  homes  and  com- 

in  education  and  prevention.  In  1910,  the  Sub-Committee  on  After  Care  of  the 
Insane  became  the  Special  Committee  of  the  State  Charities  Aid  Association  on 

Prevention,  Relief  and  After  Care  of  Nervous  and  Mental  Diseases  •>  this  in- 
volved title  was  still  later  changed  to  Committee  on  Mental  Hygiene  of  the 

State  Charities  Aid  Association. 
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munities,  and  aided  in  arrangements  for  employment,  recrea- 

tion, and  better  adjustment  in  family  relationships.  Some  di- 
rect work  with  the  patients  was  also  indicated,  such  as  talks 

with  the  patient  at  the  clinic  and  in  the  home,  not  only  giving 

encouragement  and  friendly  advice,  but  also  participating  in 

a  definite  plan  of  psychotherapy  as  prescribed  by  the  psychia- 
trist. This  development  foreshadowed,  perhaps,  the  later  sig- 

nificant role  of  the  social  worker  in  a  treatment  relationship. 
The  workers  also  maintained  a  close  relationship  with  the 

social  agencies  in  the  community. 

THE  ORIGIN  OF  PSYCHIATRIC  SOCIAL  WORK 

It  was  in  connection  with  the  social  service  of  the  Boston 

Psychopathic  Hospital,  under  the  direction  of  Miss  Mary  C. 
Jarrett,  that  social  work  with  mental  patients  was  carefully 
studied  and  outlined.  Here  appeared  the  first  use  of  a  new 

name — psychiatric  social  worker — and  the  first  program  for 
special  training.  Miss  Jarrett  also  foresaw  the  contribution 

of  psychiatric  social  work  to  social  work  generally,  the  possi- 
bilities of  extension  into  many  fields,  and  the  clear-cut  need 

for  special  training.  The  many  articles13  written  by  her,  dur- 
ing her  period  of  service  at  the  Boston  Psychopathic  Hospital 

and  later  at  the  Smith  College  School  for  Social  Work,  show 

the  clarity  of  her  vision  of  the  future  of  psychiatric  social 

work,  as  later  developments  have  proved  its  accuracy. 

At  the  Boston  Psychopathic  Hospital,  provision  for  social 
service  was  included,  tentatively,  in  the  first  plans  of  the 

hospital  drawn  up  in  1910.  In  191 2  the  hospital  was  opened 

.under  the  direction  of  Dr.  E.  E.  Southard.  In  the  spring  of 
1 91 3  Miss  Jarrett  became  director  of  social  service  and  began 

13  The  Psychiatric  Thread  Running  Through  All  Social  Work,  Mental  Hy- 
giene, 3:210,  April  1919;  Mental  Hygiene  of  Industry,  Mental  Hygiene, 

4:867,  October  1920;  The  Psychiatric  Social  Worker  in  Relation  to  Mental 
Hygiene,  American  Review,  1:413,  July  1923;  The  Educational  Value  of 
Psychiatric  Social  Work,  Mental  Hygiene,  5:509,  July  1921. 
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the  organization  of  the  new  work.  A  description  of  the  or- 
ganization of  that  new  service  and  of  the  function  of  the  social 

worker,  and  some  of  the  questions  that  concerned  the  future 
of  psychiatric  social  work,  are  presented  in  The  Kingdom  of 

Evils,  published  in  1922.  The  account  is  prefaced  by  the  fol- 
lowing comment: 

We  claim  no  novelty  or  originality  for  the  social  work  of  the 

Psychopathic  Hospital,  but  rather,  we  would  claim  to  have  cre- 

ated the  part  that  the  social  worker  is  to  play  in  the  mental  hy- 

giene movement  and  to  have  given  it  a  name — psychiatric  social 
work.  The  bases  of  this  new  division  of  social  work  are  the  prin- 

ciples common  to  all  forms  of  social  case  work.  It  is  the  applica- 
tion of  old  methods  in  a  new  field.  It  will,  we  expect,  develop 

some  new  methods,  which  will  in  time  be  applied  in  the  older 

fields.  In  the  new  field  there  was  need  of  bringing  to  a  focus 

existing  trends,  of  defining  functions,  outlining  requirements  of 

special  training,  and  giving  the  whole  a  distinctive  name.14 

The  social  service  at  the  Boston  Psychopathic  Hospital  was 

organized  to  assist  in  the  study  and  treatment  of  mental  dis- 

ease, and  treatment  was  "construed  in  its  broadest  sense  to 
mean  restoration  of  capacity  for  normal  living  or  provision 

for  the  greatest  possible  comfort."  In  addition  to  this  case 
work  function,  three  others  are  described:  the  executive  duties 

that  have  to  do  with  the  efficient  management  of  the  out- 

patient clinic  5  the  task  of  public  education — the  promoting  of 
understanding  of  mental  disease;  and  last,  research — medical 
and  social  investigation  into  the  causes  of  mental  disorders. 

Miss  Jarrett  conceived  of  the  work  as  an  independent  serv- 

ice in  strict  accordance  with  the  physician's  plans  for  the  pa- 
tient but  with  special  activities  not  directed  by  him.  She  says: 

The  medical  and  social  aspects  of  out-patient  treatment  for 
nervous  and  mental  disorders  are  so  closely  interwoven  that  they 

can  hardly  be  discussed  separately.  An  occasional  case  may  be 

14  E.  E.  Southard  and  Mary  C.  Jarrett,  The  Kingdom  of  Evils,  New  York, 
Macmillan,  1922,  p.  521. 
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free  from  social  complications  and  call  for  treatment  by  the 

physician  only.  Also,  in  an  occasional  case  the  physician  may  find 
that  the  root  of  the  difficulty  is  social  and  may  leave  the  case  in 
the  hands  of  the  social  worker.  In  most  cases,  medical  treatment 

is  supplemented  and  reinforced  by  social  care.15 

Special  duties  definitely  connected  with  the  outpatient  work 

were  taking  the  social  history  of  new  patients,  assisting  in 
discovering  and  dealing  with  social  problems,  seeing  that  the 

family  of  the  patient  understood  the  physician's  directions, 
acting  as  a  liaison  agent  between  the  physicians  and  social 
workers  in  the  community.  The  preparation  of  social  histories 

as  an  aid  in  diagnosis  was  listed  as  an  important,  but  by  no 

means  the  most  important,  part  of  the  social  worker's  duties, 
and  one  which  should  not  consume  the  major  part  of  her 
time. 

The  share  of  the  social  service  in  public  education  and  re- 
search into  the  causes  and  treatment  of  mental  disease  was 

emphasized.  A  part  of  the  daily  task  of  the  social  workers 

was  the  interpretation  of  the  diagnosis  and  suggestions  for 

treatment  offered  by  the  physician  to  the  patient,  his  family, 

social  workers,  teachers,  employers,  and  others.  Written  re- 

ports of  the  physician's  findings  were  sent  to  social  agencies, 
to  be  supplemented  by  oral  reports  and  consultation.  Social 
workers  were  invited  to  attend  clinics  for  case  demonstrations 

and  to  take  part  in  discussions. 

Similar  clinics  were  held  for  employers.  Employment  of 
neurotic  or  psychotic  individuals,  difficulties  encountered  in 

holding  positions,  problems  of  placement  and  adjustment  to 
the  work,  all  were  major  interests  of  the  social  service.  A 

study  of  patients  whose  maladjustments  were  reflected  in 

their  relation  to  their  jobs,  begun  in  19 14,  won  the  interest 

of  employers  and  industrial  and  personnel  managers.  The 

Engineering  Foundation,  as  a  result,  undertook  plans  for  a 

15  Of.  cit.,  p.  524. 
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more  comprehensive  study  of  mental  hygiene  in  industry. 

This  study  was  interrupted  by  the  death  of  Dr.  Southard  and 

was  not  carried  out,  but  the  plans  for  it  illustrate  the  extent 

of  an  interest  which  has  developed  steadily  since  that  time. 

In  1 9 14,  special  training  for  psychiatric  social  workers  was 

initiated.  Students  were  accepted  at  the  Psychopathic  Hospi- 
tal for  apprentice  training,  a  policy  that  was  continued  for 

several  years.  Dr.  Southard,  Miss  Jarrett,  and  others  of  the 

hospital  staff  gave  courses  in  psychiatry  and  psychiatric  social 

work  at  the  Simmons  College  School  of  Social  Work. 

The  World  War,  which  drew  the  United  States  into  its 

maelstrom  in  the  spring  of  191 7,  interrupted  the  develop- 
ment of  these  carefully  laid  plans.  Clearly  foreseeing  the 

imminent  need  for  provision  for  the  care  of  men  in  the  Army 

and  Navy  hospitals,  a  need  which  included  social  work,  both 

Dr.  Southard  and  Miss  Jarrett  turned  their  energies  to  this 

new  task.  One  of  the  results  was  the  beginning  of  the  train- 
ing course  for  psychiatric  social  work  at  Smith  College  in 

191 8— 1 91 9.  Another  was  joining  forces  with  other  leaders 

in  plans  for  adequate  medical  and  psychiatric  care  of  the  en- 
listed personnel.  The  World  War  was  to  give  psychiatric 

social  work  its  first  general  introduction  to  the  public  and 

provide  impetus  to  its  growth. 

THE  STATUS   IN    I918 

There  is,  even  today,  a  wide-spread  belief  that  psychiatric 
social  work  was  created  by  the  war.  Such  is  not  the  case.  By 

191 8,  social  work  in  state  hospitals  was  well  established  in 

New  York  and  Massachusetts,  serving  both  the  hospital  cli- 
entele and  also,  through  the  community  clinics,  persons  with 

emotional  difficulties  or  mild  forms  of  mental  disease  not 

requiring  hospitalization.  A  social  worker  had  been  appointed, 

in  1916,  to  serve  at  the  State  Psychopathic  Hospital  at  Ann 

Arbor,  Michigan.  In  191 2,  Phipps  Clinic  of  Johns  Hopkins 
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Hospital,  Baltimore,  was  opened,  with  Dr.  Adolf  Meyer  as 
director.  Dr.  Meyer,  whose  interest  in  mental  disease  had 

long  emphasized  the  individual  as  a  whole  and  who  had 

given  his  help  in  the  organization  of  the  plans  for  after  care 
of  patients  from  the  New  York  State  hospitals,  brought  to 
Phipps  a  keen  interest  in  social  service.  The  first  social  worker 

was  appointed  in  19 13,  beginning  a  service  that  later  devel- 
oped into  a  program  that  maintained  close  contacts  with  social 

agencies  and  with  the  public  schools  in  connection  with  the 
care  of  children,  and  participated  in  the  training  of  social 

work  students  from  the  School  of  Economics  of  Johns  Hop- 
kins University.  In  psychopathic  wards  of  general  hospitals 

or  in  the  clinics,  variously  termed  nerve,  neuropsychiatric, 

psychiatric,  or  mental  hygiene,  a  need  for  social  work  was 

developing.  Social  work  in  the  schools,  represented  by  the 

visiting  teacher  movement,  had  been  initiated  in  Boston  in 

1907  and  in  New  York  City  in  1908}  these  projects  were 
forerunners  of  an  interest  in  school  children  that  later  (in 

1 921)  resulted  in  an  organized  movement  under  the  direc- 
tion of  the  National  Committee  on  Visiting  Teachers,  a  move- 

ment which,  because  of  its  close  relationship  with  the  Com- 

monwealth Fund  Program  for  the  Prevention  of  Delin- 
quency and  with  the  child  guidance  clinics,  was  to  share  in 

the  creation  of  new  opportunities  for  psychiatric  social  work 

in  public  schools.  The  mental  hygiene  movement  had  taken 

organized  form  in  the  establishment  of  the  Connecticut  So- 
ciety for  Mental  Hygiene  in  1908,  the  National  Committee 

for  Mental  Hygiene  and  the  Illinois  Society  for  Mental  Hy- 
giene in  1909,  and  the  Massachusetts  Society  for  Mental  Hy- 
giene in  1 91 3,  all  of  which  later  employed  workers  with 

special  training  in  psychiatry  or  mental  hygiene  as  executive 
or  educational  secretaries. 

Child  guidance  had  not,  by  191 8,  attained  the  importance 

of  a  "movement."  Yet  the  beginnings  were  there.  Several 
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fields  especially  concerned  with  children  were  recognizing 
the  need  for  study  of  the  whole  child.  Social  work  in  public 
schools  has  already  been  mentioned.  The  revision  of  the 

Binet-Simon  test  by  Dr.  Goddard  had  stimulated  study  and 
research  of  the  problem  of  the  mentally  defective  child,  a 

study  that  led  inevitably  into  his  social  environment  and  emo- 

tional adjustment  or  maladjustment.  Dr.  Henry  H.  God- 
dard, then  at  Vineland,  New  Jersey,  and  Dr.  Walter  Fernald 

at  Waverly,  Massachusetts,  offer  outstanding  early  examples 
of  study  and  treatment  of  the  feebleminded.  The  work  of 

the  Juvenile  Court  in  Denver  under  the  direction  of  Judge 

Ben  Lindsay  represents  a  first  practical  recognition  of  the 

many  complicated  social  problems  presented  by  juvenile  de- 
linquency, and  the  building  up  of  a  service  that  as  early  as 

1 90 1  included  psychiatric  examinations  of  children.  The 

widely  known  work  of  Dr.  William  Healy  began  at  the  Juve- 
nile Court  in  Chicago  in  1904.  In  19 10,  the  first  institute  for 

the  study  of  children,  known  as  the  Juvenile  Psychopathic 

Institute,16  was  inaugurated  in  Chicago  in  connection  with  the 
court.  Dr.  Healy  left  Chicago  in  191 7  to  take  up  similar 
work  in  connection  with  the  Juvenile  Court  in  Boston,  under 

the  newly  established  Judge  Baker  Foundation. 

The  outpatient  clinics  of  the  state  hospitals  were  extend- 

ing the  service  to  maladjusted  children.  A  children's  clinic 
had  been  organized  in  1908  at  Bellevue  Hospital,  New  York 
City.  The  Boston  Psychopathic  Hospital  received  cases  of 

children,  and  the  staff  was  vitally  interested  in  the  relation- 

ship of  its  work  with  that  of  the  courts,  and,  from  a  preven- 
tive angle,  with  that  of  the  public  schools.  Phipps  Clinic  also 

received  children's  cases,  and  later  organized  its  children's 
clinic.  In  191 8,  the  Department  of  Child  Welfare  of  West- 

chester County,  New  York,  established  a  child  guidance  clinic 

under  the  direction  of  Dr.  Bernard  Glueck,  with  the  com- 

16  Now  the  Institute  for  Juvenile  Research. 



The  Growth  of  Psychiatric  Social  Work         43 

bined  service  of  psychiatrist,  psychologist,  and  social  worker. 

The  Cincinnati  survey,17  which  was  made  soon  after  this, 
showed  that  approximately  6  per  cent  of  the  children  in  the 

public  schools  were  causing  concern  to  the  administration  be- 
cause of  failure,  misbehavior,  or  emotional  disturbances.  The 

foundation  for  a  combined  attack  on  the  problems  of  child- 
hood was  already  laid,  to  result  in  the  establishment  of  child 

guidance  clinics  and  the  opening  of  a  new  area  for  psychiatric 
social  work. 

Even  in  the  field  of  public  health,  in  which  the  appoint- 

ment of  psychiatric  social  workers  as  mental  hygiene  super- 
visors or  consultants  is  regarded  as  a  recent  development, 

there  were  evident  beginnings  of  interest.  In  191 7,  the  topic 

"Public  Health  and  Social  Work"  appeared  on  the  program 
of  the  Association  of  Massachusetts  State  Hospital  Social 

Workers,  an  interest  in  the  relation  of  social  work  and  men- 
tal hygiene  soon  to  be  voiced  by  psychiatrists,  social  workers, 

and  leaders  in  the  public  health  field.18 
By  191 8  psychiatric  social  work  was  established  as  a  new 

area  of  social  case  work.  In  hospitals  and  clinics  for  mental 

and  nervous  disorders,  its  contribution  was  beginning  to  be 

recognized.  The  stage  was  set  for  the  organization  of  a  pro- 
fessional association  of  workers  to  foster  the  development  of 

the  new  field,  to  study  practices  within  it,  and  to  establish  a 

program  for  professional  education.  However,  social  case 

work  in  hospitals  and  clinics  did  not  represent  the  total  pic- 

ture of  the  "part  that  the  social  worker  is  to  play  in  the  men- 

tal hygiene  movement."19  Inevitably  her  part  included  a 
share  in  the  contribution  of  psychiatry  to  social  work  and  to 

other  fields.  Indications  of  the  mental  hygiene  education  as- 

17  National  Committee  for  Mental  Hygiene,  Re-port  of  the  Mental  Hygiene 
Survey  of  Cincinnati,  Cincinnati,  Public  Health  Federation,  1922. 

18  The  names  of  Dr.  Haven  Emerson,  Dr.  Douglas  Thorn,  and  Dr.  Esther 
Loring  Richards  should  be  mentioned  as  among  those  interested  in  mental  hy- 

giene and  public  health. 

19  Southard  and  Jarrett,  of.  cit.,  p.  521. 
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pect  of  the  work  were  already  evident,  for  example,  in  the 

educational  program  of  the  social  service  at  the  Boston  Psy- 

chopathic Hospital,  and  in  the  interest  in  education  and  pre- 

vention evidenced  in  the  program  of  the  Mental  Hygiene 
Committee  of  the  State  Charities  Aid  of  New  York.  This 

phase  of  the  work  had  not  yet  taken  definite  form  in  place- 

ment opportunities  for  workers  with  special  training  and  ex- 

perience in  psychiatric  social  work.  They  were  yet  to  come, 

fostered  by  the  growing  interest  in  mental  hygiene  within 

the  fields  of  family  and  child  welfare,  education,  and  public 
health. 

Extension  of  work  in  these  areas  took  place  rapidly  during 

the  years  from  191 8  to  1930.  Titles  designating  special  serv- 

ices came  into  being,  and  many  experienced  workers  were 

drawn  away  from  the  hospitals  and  clinics  to  become  educa- 
tional or  executive  secretaries  in  mental  hygiene  societies, 

mental  hygiene  supervisors  in  public  health  nursing  organi- 
zations, consultants  in  family  or  child  welfare  agencies,  or 

cooperative  workers  whose  purpose  it  was  to  foster  close 

working  relationships  between  child  guidance  clinics  and 

community  agencies — work  combining  case  work  and  mental 

hygiene  education.  Some  workers  entered  educational  insti- 

tutions, from  nursery  school  to  college  level,  again  with  men- 
tal hygiene  education  a  significant  part  of  the  service. 

Such  development,  recognized  and  fostered  by  leaders  in 

the  field,  nevertheless  spelled  difficulties  for  the  soon-to-be- 
born  professional  association  of  psychiatric  social  workers.  An 

increasing  number  of  members  took  advantage  of  these  new 

opportunities,  and  upon  the  association  fell  the  task  not  only 

of  encompassing  in  a  unified  program  many  varied  activities 

and  interests,  but  also  of  defining  an  expanding  field.  Social 

work  in  relation  to  psychiatry — social  case  work  in  agencies 
established  for  the  purpose  of  treatment  or  prevention  of 

nervous  and  mental  disorders — lent  itself  readily  to  defini- 
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tion.  But  what  of  the  part  that  psychiatric  social  work  was  to 

play  in  the  mental  hygiene  movement?  For  years  the  ener- 

gies of  the  members  of  the  American  Association  of  Psychiat- 
ric Social  Workers  were  to  be  devoted  to  an  attempt  to  define 

that  role. 

THE  AMERICAN  ASSOCIATION  OF  PSYCHIATRIC 20 

SOCIAL  WORKERS 

In  the  spring  of  1920,  "a  group  of  psychiatric  social  work- 
ers met"  at  the  Boston  Psychopathic  Hospital  "to  discuss  the 

idea  of  forming  some  kind  of  a  national  organization."21  The 
Association  of  Massachusetts  State  Hospital  Workers,  in  ex- 

istence since  1 9 1 6,  had  built  up  an  active  program,  on  a  state 

basis.  Yet  several  members  recognized  the  desirability  of  con- 
tact with  workers  in  other  states  as  well  as  with  psychiatric 

social  workers  in  agencies  other  than  state  hospitals. 

Members  of  the  social  service  staff  of  the  Boston  Psycho- 
pathic Hospital  were  active  in  fostering  an  organization  to 

represent  both  wider  area  and  broader  interests.  Under  the 

direction  of  Miss  Jarrett,  the  service  had  from  the  beginning 

emphasized  an  educational  program  with  close  relationship 

with  all  community  agencies.  Miss  Jarrett  herself,  in  1920, 

engaged  in  developing  the  second  year  of  the  Smith  College 

training  program  for  psychiatric  social  workers,  was  in  touch 

with  a  rapidly  growing  demand  for  social  workers  in  various 
fields.  In  Massachusetts  and  New  York  the  number  of  state 

hospital  workers  was  increasing  steadily.  The  United  States 

Public  Health  Service  had  just  made  provision  for  the  care 
of  disabled  war  veterans.  Four  states  had  established  socie- 

ties for  mental  hygiene.  The  Juvenile  Psychopathic  Insti- 
tute in  Chicago  was  flourishing,  a  forerunner  of  the  clinics 

20  The  history  of  the  Association  is  given  in  greater  detail  in  the  Appendix, 
page  295. 

21  From  a  letter  from  Maida  H.  Solomon,  Boston,  to  Marguerita  Ryther 
Stowe,  Plattsburg  Barracks,  New  York. 
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for  children  which  were  a  response  to  the  growing  interest  in 
preventive  work. 

The  group  decided,  however,  that  "the  time  was  not  ripe 

for  anything  of  a  formal  nature"  and  so  organized  a  Psychiat- 

ric Social  Workers  Club,  its  purpose  ato  maintain  the  stand- 

ard of  psychiatric  social  work  throughout  the  country."22 
Discussions  of  a  definite  national  organization  continued,  and 

affiliation  with  the  American  Association  of  Hospital  Social 

Workers23  was  considered.  In  1922,  a  formal  petition  to  that 
organization  was  accepted,  and  the  club  became  the  Section 

on  Psychiatric  Social  Work  of  the  American  Association  of 

Hospital  Social  Workers.  Fostered  by  a  strong  organization 

whose  members  took  a  keen  interest  in  the  new  group,  the 

section  entered  upon  an  active  program  which  included  pub- 
licity, annual  programs  at  the  National  Conference  of  Social 

Work,  continued  study  of  function,  and  working  relationship 

with  other  organizations. 

In  1926,  there  were  ninety-nine  members,  representing 
many  fields  of  activity  in  hospitals,  mental  hygiene  and  child 

guidance  clinics,  public  health  organizations,  mental  hygiene 

societies,  public  schools,  family  and  child  welfare  agencies, 

schools  of  social  work.  The  affiliation  with  an  organization  of 

hospital  social  workers  was  increasingly  questioned  by  those 

members  whose  work  brought  them  into  close  relationship 

with  other  social  work  groups.  As  a  result  of  long  and  careful 
consideration  and  much  discussion,  the  Section  was  disbanded 

in  1926,  and  the  American  Association  of  Psychiatric  Social 

Workers  came  into  being  as  a  separate  organization. 

The  new  organization  embarked  upon  a  program  to  foster 

the  development  of  "its  aspect  as  a  specialty" — social  work 
practiced  in  relation  to  psychiatry — and  also  of  its  share  in 

22  Letter  from  Maida  Solomon  cited  above. 
23  Now  the  American  Association  of  Medical  Social  Workers. 
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the  contribution  of  psychiatry  to  social  work,  and  (in  the 

light  of  later  developments)  to  other  fields. 
In  1938  the  American  Association  of  Psychiatric  Social 

Workers  had  a  membership  of  over  five  hundred,  represent- 

ing thirty-three  states.  Approximately  half  its  members  were 

engaged  in  social  work  practiced  in  relation  to  psychiatry — in 
other  words,  were  working  in  agencies  which,  dealing  with 

treatment  or  prevention  of  mental  disease,  offered  combined 

psychiatric  and  social  services.  Approximately  half  were  en- 

gaged in  varied  activities  in  social  agencies,  educational  insti- 
tutions, public  health  organizations,  courts,  employment 

agencies,  and  the  like — no  longer  in  working  relationship 
with  psychiatry.  For  more  than  ten  years  the  membership  had 

been  trying  to  define  more  clearly  the  field  of  psychiatric 

social  work,  to  encompass  in  one  comprehensive  definition  the 

varied  activities  resulting  from  the  two-fold  development. 
The  dual  basis  for  psychiatric  social  work  has  been  de- 

scribed as  social  work  practiced  in  connection  with  psychiatry 

and  "social  case  work  in  whatever  field  whose  practitioners 
have  at  their  command  an  adequate  working  knowledge  of 

mental  hygiene."24  Both  concepts  have  operated  in  the  growth 
of  the  organization  activities  during  the  years  1926  to  1938. 

The  second,  however,  has  never  been  incorporated,  as  such, 

into  the  statement  of  purposes  or  into  requirements  for  active 

membership  which  have  stipulated  "a  year's  experience  in 
psychiatric  social  work." 

The  work  of  the  Association  has  been  carried  on  by  com- 
mittees of  two  kinds,  administrative  and  study.  In  the  first 

group,  besides  the  executive  committee,  are  the  membership 
committee,  the  program  committee,  the  ways  and  means 
committee,  the  publications  committee,   the  committee   on 

24  Porter  R.  Lee  and  Marion  E.  Kenworthy,  Mental  Hygiene  and  Social 
Work,  New  York,  Commonwealth  Fund,  1929,  p.  161. 
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by-laws,  and,  more  recently,  a  committee  on  local  groups, 
appointed  as  a  means  of  bringing  together  and  unifying  the 

interests  of  a  scattered  membership.  The  purpose  of  these 

groups  was  the  organization  and  administration  of  the  asso- 
ciation program. 

The  study  committees,  on  the  other  hand,  became  the 

means  whereby  the  Association  carried  on  the  research  so  es- 
sential to  a  new  field.  From  the  study  committees  came  the 

information  as  to  the  nature  of  the  services  rendered  in  the 

varied  agencies  represented  by  the  membership.  Committees 

to  study  services  in  hospitals  and  clinics  were  the  first  to  be 

appointed.  Later,  as  a  general  rule,  a  new  study  committee 

was  appointed  whenever  the  annual  analysis  of  agency  affilia- 
tion of  members  revealed  new  groups  within  the  Associa- 
tion. For  example,  the  Committee  on  Psychiatric  Social  Work 

in  Educational  Institutions  came  into  being  when  there  ap- 
peared a  nucleus  of  members  engaged  in  work  in  schools. 

Similarly,  a  study  committee  was  appointed  when  the  mem- 
bership check-up  revealed  an  increasing  number  in  public 

health  nursing  organizations.  These  committees  kept  the 
Association  in  touch  with  new  areas,  and  inevitably,  whenever 

such  an  area  had  its  own  professional  organization,  fostered 

cooperative  relationships.  Joint  study  committees  often  re- 
sulted, a  highly  desirable  outcome.  Yet  the  fact  remains  that 

study  committees  followed  expanding  activity,  and  the  very 

formation  of  some  of  them  indicated  an  assumption  that  psy- 
chiatric social  work  was  being  carried  on  in  whatever  area  the 

workers  took  their  special  training  and  skill,  an  assumption 

increasingly  questioned  in  many  quarters. 
Difficulties  in  administration  arose.  The  work  of  two  im- 

portant committees — the  Committee  on  Professional  Educa- 
tion and  the  Committee  on  Methods  of  Psychiatric  Social 

Work  Treatment — cut  across  the  work  of  all  the  study 

groups.  Both  these  committees  were  vitally  concerned  with 
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the  findings  of  the  study  of  work  in  various  areas.  And  the 

executive  committees,  charged  with  the  responsibility  of  fos- 

tering the  work  in  all  its  phases,  of  establishing  a  recom- 

mended program  of  professional  education,  and  of  maintain- 

ing standards  of  service,  realized  the  constant  need  for  utiliz- 
ing the  contribution  of  the  study  groups  and  of  coordinating 

them  into  the  total  program.  Likewise,  study  committees 

inevitably  became  involved  in  discussions  of  standards  of 

service  and  of  professional  education,  interests  shared  by 

other  professional  organizations.  Executive  committees  were 
confronted  with  conflicting  recommendations  and  diverse 

points  of  view. 
Conflicting  opinions  and  interests,  it  seems  generally 

agreed,  are  a  wholesome  aspect  of  growth  of  any  organiza- 
tion. However,  within  the  affairs  of  the  American  Association 

of  Psychiatric  Social  Workers  lay  a  special  cause  for  difficulty 

in  coordination.  Simply  stated,  the  administrative  committees 

were  operating  on  the  basis  of  one  definition  of  the  field  and 

the  study  committees  on  the  basis  of  another.  In  the  former, 

the  definition  was  the  one  on  which  the  Association  originated, 

social  work  practiced  in  relation  to  psychiatry.  In  the  latter, 

the  very  formation  of  many  of  the  committees  rested  upon 

the  assumption  that  psychiatric  social  work  could  be  defined 

as  activity  in  whatever  setting  a  worker  utilized  an  "adequate 

working  knowledge  of  mental  hygiene."25 
Expanding  areas  of  activities  brought  to  the  Association 

another  problem,  revealed  in  the  membership  situation.  Be- 

ginning about  1924,  a  steadily  increasing  proportion  of  mem- 
bers were  working  in  agencies  that  did  not  represent  combined 

psychiatric  and  social  service.  A  growing  number  of  graduates 

from  professional  schools  entered  the  Association  as  junior 

members,  and  because  their  subsequent  social  work  experi- 

ence was  not  "a  position  in  psychiatric  social  work"  they  re- 

25  Lee  and  Kenworthy,  of.  cit. 
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mained  junior  members.  The  report  of  the  membership  com- 

mittee for  the  year  1 930-1 931  revealed  that  one-half  of  the 
junior  members  awaiting  transfer  to  active  status  were  in- 

eligible because  their  experience  did  not  represent  psychiatric 
social  work  as  defined  by  the  experience  requirement.  The 

proportion  has  increased  steadily  since  that  time.26  Each  year 
a  certain  number  of  new  members  with  one  or  more  years  of 

social  work  experience  have  remained  in  the  junior  classifica- 
tion. This  situation  led  to  pressure  from  certain  members 

for  a  more  flexible  definition  of  the  "year  of  experience  in  a 

psychiatric  agency." 
Those  who  saw  the  problem  as  a  simple  matter  of  by-law 

changes  and  urged  immediate  revision  in  order  that  experi- 
enced junior  members  could  become  active,  were  missing  the 

significance  of  developments  within  the  field.  The  member- 
ship situation  was  a  symptom,  not  a  cause.  Had  it  not  been 

bound  up  with  more  significant  issues,  the  problem  it  pre- 
sented could  have  been  solved  by  the  provision,  existing  in 

many  such  organizations,  for  dropping  junior  members  who 
after  a  certain  period  do  not  qualify  for  active  status.  The  real 
problem  before  the  Association,  recognized  anew  by  each 
executive  committee,  was  the  difficulty  of  administering  a 

program  that  rested  upon  a  dual  basis  and  encompassed  so 

many  varied  interests.2'  In  1926,  the  beginning  of  that  trend 
had  led  to  the  establishment  of  a  separate  organization.  Ten 

years  later,  the  Association  was  facing  the  urgent  need  of  a 
careful  analysis  of  the  activities  within  the  field  it  represented 

and  a  re-affirmation  of  the  basis  upon  which  would  rest  the 
program  of  the  future. 

Further  discussion  of  the  expansion  of  psychiatric  social 
work  within  the  areas  already  indicated  will  offer  a  more 

26  Junior  members  who  could  not  qualify  for  active  status  made  up  14  per 
cent  of  the  total  membership  in  1938. 

27  Sarah  Ivins,  The  Association  and  Its  Changing  Function,  News-Letter  of 
the  American  Association  of  Psychiatric  Social  Workers,  Autumn  1937. 
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complete  picture  of  the  direction  of  the  rapid  growth  and 
reveal  more  clearly  the  task  of  the  professional  association. 

AREAS  OF  PSYCHIATRIC  SOCIAL  WORK 

Government  ho  s  fit  ah 

In  March  1919,  after  months  of  discussion  and  planning, 

the  Surgeon  General  of  the  United  States  Public  Health 
Service  asked  the  American  Red  Cross  to  undertake  the  task 

of  organizing  within  the  federal  hospitals  a  social  service 

similar  to  that  already  existing  in  civilian  hospitals  for  men- 

tal diseases.28  The  first  trained  psychiatric  social  worker  to  be 
designated  as  such  had  already  been  appointed  at  the  request 

of  the  Division  of  Psychiatry,  Neurology  and  Psychology  of 
the  Medical  Department  of  the  United  States  Army.  Mrs. 

Marguerita  R.  Stowe  began  her  work  September  1,  191 8,  at 

the  United  States  Army  General  Hospital  No.  30  for  func- 
tional neuroses,  at  Plattsburg  Barracks,  New  York,  her  duties 

being  to  "assist  the  medical  officers  of  the  hospital  in  obtain- 
ing information  as  to  the  personal,  family,  and  community 

background  of  the  soldiers  under  treatment  at  the  hospital 

as  an  aid  in  diagnosis,  treatment  and  plans  for  after  care."29 
It  was  natural  that  the  Red  Cross  should  be  selected  to 

organize  such  a  service  on  a  national  basis.  Chartered  by  Con- 

gress in  1905,  two  of  its  functions  are  "to  furnish  volunteer 
aid  to  the  sick  and  wounded  of  armies  in  time  of  war"  and 

"to  act  in  matters  of  voluntary  relief  and  in  accord  with  the 

28  The  need  for  social  work  with  neuropsychiatric  patients  had  been  recog- 
nized both  by  leaders  in  civilian  hospitals  and  by  the  physicians  within  the 

government  departments  responsible  for  the  treatment  of  the  service  and  ex- 
service  men.  The  names  of  Dr.  E.  E.  Southard  and  Miss  Mary  C.  Jarrett  have 
already  been  mentioned  as  foreseeing  the  need  for  such  work  and  of  special 
training  for  it.  Others  who  gave  able  leadership  in  planning  this  work  were 
Dr.  Frankwood  E.  Williams,  Dr.  MacFie  Campbell,  Dr.  Douglas  Thorn,  and, 
in  the  field  of  medical  social  work,  Miss  Ida  Cannon,  Miss  Edna  Henry,  Miss 
Kate  McMahon. 

29  Marion  E.  Rickert,  Development  of  Psychiatric  Social  Work  and.  Medical 
Social  Work  in  Federal  Hospitals,  unpublished  report  submitted  to  the  present 
study  in  1933. 
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military  and  naval  authorities  as  a  medium  of  communication 

between  the  people  of  the  United  States  of  America  and  their 

Army  and  Navy."  Red  Cross  Home  Service  was  the  out- 
growth of  the  recognition  that  the  morale  of  families  has  an 

important  influence  upon  the  morale  and  efficiency  of  the 

men  at  the  front.  "Its  organization  was  a  dual  one — a  joint 
effort  of  the  local  chapters  and  of  the  national  organization. 

It  was  therefore  in  a  position  to  assist  in  the  development  of 

social  service  in  connection  with  both  the  medical  and  psy- 

chiatric treatment  of  soldiers  and  sailors  requiring  hospitali- 

zation." 
The  Public  Health  Service  was  made  responsible  for  the 

treatment  of  ex-service  men  and  women,  and  designated  cer- 

tain of  its  hospitals  for  the  care  of  mental  cases.  The  Ameri- 
can Red  Cross  assumed  full  responsibility  for  outlining  the 

social  service,  formulating  policies,  recruiting  personnel,  and 

assisting  in  the  organization  of  the  work.  Because  these  hos- 
pitals served  large  areas,  it  was  essential  that  the  workers  be 

equipped  not  only  to  give  aid  to  the  psychiatric  staff  but  also 

to  assist  the  home  Red  Cross  chapter  in  assembling  social 

data,  interpreting  recommendations  for  treatment,  and  help- 
ing the  discharged  patient  to  work  out  the  social  program 

necessary  for  his  recovery.  There  was  a  dearth  of  trained  per- 

sonnel. Accordingly,  the  Red  Cross  offered  special  scholar- 
ships and  cooperated  with  existing  schools  of  social  work  in 

a  program  of  training. 

By  January  1920  there  were  social  service  departments  in 

forty-two  hospitals.  "There  was  from  the  first  a  demand 

from  the  neuropsychiatric  departments"  where  the  "need  of 

social  histories  in  making  diagnosis"  was  recognized.30  The 

Red  Cross  carried  full  responsibility  for  the  social  work  pro- 

gram until  1926,  when  the  United  States  Veterans'  Bureau,31 

30  Rickert,  of.  cit. 
31  Created  in  May  1921.  In  1930  the  name  was  changed  to  United  States 

Veterans'  Administration. 
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upon  advice  of  its  Medical  Council,  established  a  social  work 
section  as  a  part  of  its  medical  service  and  began  taking  over 

the  social  service  program  in  the  veterans'  hospitals.  Civil 

Service  requirements  were  drawn  up  at  this  time,32  and  the 
functions  of  psychiatric  social  work  were  outlined. 33 

In  1927  the  Red  Cross  social  service  program  in  the  veter- 

82  See  United  States  Civil  Service  Examination  for  Social  Workers  (Psy- 
chiatric), November  20,  1925.  Four  alternatives  were  listed,  the  first  being 

"graduation  from  a  college  or  university,  courses  including  sociology  or  psy- 

chology, not  less  than  one  year's  subsequent  training  or  experience  in  psychiat- 
ric social  case  work,"  and  the  fourth,  "graduation  from  four  years'  high 

school,  four  years  of  subsequent  training  experience,  of  which  one  year  must 

have  been  psychiatric  social  case  work." 
According  to  the  United  States  Civil  Service  Examination  for  Social  Work- 
ers (Psychiatric),  August  1938,  it  is  impossible  for  any  experienced  high  school 

graduate  to  qualify.  Again  there  are  four  alternatives,  all  of  which  include  as 

basic  equipment  "successful  completion  of  a  full  four  year  course  leading  to  a 
bachelor's  degree,  including  courses  in  sociology  or  psychology,  in  a  college  or 
university  of  recognized  standing."  There  is  only  one  exception,  namely,  that 
a  year  of  postgraduate  training  in  social  work  may  be  substituted  for  one  year 
of  the  required  graduate  study. 

The  alternatives,  therefore,  concern  postgraduate  training  and  experience, 
in  which  certain  types  of  experience  may  be  substituted  for  certain  aspects  of 
training.  Yet  here  also,  at  least  one  year  of  postgraduate  study  of  social  work 
in  a  school  of  recognized  standing  is  a  basic  requirement  for  all. 

33  In  1926  the  functions  of  the  psychiatric  social  worker  were  outlined  by 
the  staff  of  the  Veterans'  Administration  as  follows: 

a.  To  secure  complete  and  trustworthy  social  histories  on  neuropsychiatric 
cases,  both  for  the  use  of  the  regional  office  and  the  hospital  to  which  a 
patient  is  admitted. 

b.  To  assist  the  neuropsychiatrist  in  affording  satisfactory  treatment  to  neu- 
ropsychiatric patients  by  solving  social  problems  which  interfere  with 

such  treatment. 

c.  To  investigate  the  home  environment  of  neuropsychiatric  beneficiaries  not 
under  hospitalization  as  well  as  those  whose  parole  from  the  hospital  is 
under  consideration,  and  to  cooperate  with  the  Guardianship  Officer  in 
ascertaining  and  promoting  the  social  adjustment  of  incompetent  patients 
in  their  communities. 

d.  To  contact,  cooperate  with,  and  whenever  possible,  to  secure  the  aid  of 
social  service  agencies  in  the  respective  regional  territories,  such  as  state, 

county  or  city  organizations,  and  the  American  Red  Cross,  utilizing  wher- 
ever possible  the  facilities  available  through  such  agencies  for  the  adjust- 

ment of  domestic  and  economic  obstacles  to  the  recovery  of  neuropsy- 
chiatric beneficiaries.   .    .    . 

e.  The  function  of  the  social  worker  in  the  hospital  will  be  to  assist  the 
Medical  Officer  in  Charge  in  solving  social  problems  pertaining  to  claim- 

ants while  they  are  in  the  hospital. 

This  material  is  quoted  from  an  unpublished  report  submitted  to  the  present 

study  by  Dr.  Charles  Griffith  and  Miss  Irene  Grant  of  the  Veterans'  Adminis- 
tration. 
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ans'  hospitals  was  transferred  to  the  jurisdiction  of  the  Veter- 
ans' Bureau.  The  Red  Cross  continued  to  maintain  depart- 

ments of  social  work  in  seventeen  Army  and  Navy  hospitals 

and  in  St.  Elizabeth's  Hospital,  Washington,  D.  C. — the  lat- 
ter the  only  one  concerned  solely  with  treatment  of  mental 

disease.  Responsibility  for  social  work  for  civilian  patients  at 

St.  Elizabeth's  Hospital,  which  is  under  the  Department  of 
the  Interior,  has  been  carried  by  the  hospital  itself  since  1919, 
the  Civil  Service  requirements  being  the  same  as  for  the 

Veterans'  Administration. 
Until  1933  there  was  a  steady  increase  in  the  number  of 

social  workers  in  the  Veterans'  Administration  service  and 
under  the  Red  Cross  in  general  hospitals  of  the  Army  and 

Navy.  Congressional  legislation  in  March  of  that  year  with- 
drew all  veterans  from  the  military  and  naval  hospitals  and 

also  reduced  the  number  of  veterans  eligible  for  hospitaliza- 
tion. The  social  work  staff  was  consequently  reduced,  in  the 

Veterans'  Administration  from  115  to  88,  in  the  Red  Cross 
service  from  54  to  17.  In  general,  however,  the  ratio  of  work- 

ers to  patients  remained  about  the  same,  and  the  reductions 
in  staff  did  not  mean  a  lowering  of  standards  of  social  work. 

Since  1933  the  number  of  workers  has  again  increased,  in 

response  to  growing  demands  for  social  service.  In  1938  the 
Red  Cross  had  25  social  workers  in  hospitals  of  the  Army 

and  Navy  and  in  St.  Elizabeth's  Hospital,  and  the  Veterans' 
Administration  had  78  in  its  hospitals  and  17  in  its  regional 
offices. 

At  St.  Elizabeth's  Hospital  the  Red  Cross  social  work  staff 
has  consisted  entirely  of  psychiatric  workers  3  in  general  hos- 

pitals of  the  Army  and  Navy  the  medical  social  work  staff 
in  many  instances  has  been  directed  or  supplemented  by  a 

psychiatric  social  worker.  In  veterans'  hospitals,  no  distinction 
has  been  made  between  psychiatric  and  medical  social  work,  it 

being  held  that  every  disease  has  social  and  psychological 
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aspects.  However,  since  the  greater  number  of  patients  are  in 
the  neuropsychiatric  group,  social  work  has  been  concerned 
chiefly  with  them. 

When  the  functions  of  psychiatric  social  work  were  out- 

lined by  the  Veterans'  Administration  in  1926,  emphasis  was 
placed  upon  the  responsibility  of  the  social  worker  in  promot- 

ing the  adjustment  of  the  neuropsychiatric  patient  after  he 

left  the  hospital,  in  addition  to  the  important  service  of  pro- 
viding social  data  to  aid  the  physicians  in  the  diagnosis,  and, 

in  regional  offices,  in  the  adjudication  of  claims.  In  actual 

practice,  emphasis  on  diagnostic  features  necessarily  took 
precedence  over  extramural  social  treatment  because  of  the 
nature  of  medical  service  to  the  veteran.  Ever  present  in  the 

work  with  veterans  was  the  pressing  problem  of  compensa- 
tion. No  compensation  claim  could  be  adjudicated  until  the 

medical  diagnosis  was  established.  With  the  thousands  of 

dollars  in  compensation  and  insurance  involved  in  a  single 

case  over  a  period  of  years  and  the  necessity  for  uniformity 

of  awards  over  the  country,  the  statement  of  the  diagnosis 
must  be  one  which  could  stand  up  under  repeated  verification 

and  challenges.  Furthermore,  diagnosis  must  be  formulated 
as  promptly  as  possible  and  claims  settled  before  the  most 

constructive  work  could  be  done  with  the  patient. 

In  spite  of  the  emphasis  by  the  Medical  Council  upon  the 

treatment  aspect,  the  volume  of  diagnostic  work  was  so  great 

as  to  demand  much  of  the  social  worker's  time,  and  to  preclude 
any  extensive  participation  in  the  adjustment  of  the  neuro- 

psychiatric patient  after  he  left  the  hospital.  Major  respon- 
sibility for  the  extramural  treatment  was  therefore  placed 

upon  Red  Cross  chapters  and  other  local  social  agencies.  Until 

March  1933,  the  greater  proportion  of  social  workers  were 

assigned  to  regional  offices.  Since  then  the  proportion  assigned 
to  hospitals  has  increased,  making  possible  a  greater  emphasis 
on  social  treatment. 
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Psychiatric  social  work  in  government  hospitals  has  often 

been  regarded  as  a  response  to  a  war-time  need,  and,  as  such, 
of  temporary  duration.  This,  however,  is  not  the  case.  The 

service,  recognized  as  essential  in  the  treatment  of  war  dis- 
abled, is  considered  equally  essential  today  in  the  treatment 

of  the  hospitalized  men  of  the  Army  and  Navy.  In  fact,  since 

1933,  additional  workers  have  been  appointed  by  the  Ameri- 
can Red  Cross,  upon  recommendations  by  the  commanding 

officers  of  hospitals  that  the  social  service  staffs  were  inade- 

quate to  serve  an  increased  patient  population.34  And  in  the 

hospitals  under  the  Veterans'  Administration,  it  is  estimated 

that  the  "peak  load  of  the  neuropsychiatric  patients  will  not 
occur  before  1946.  The  legislation  of  1933  resulted  in  a  de- 

crease in  the  number  of  workers  in  the  regional  offices  where 

the  work  was  always  of  a  diagnostic  character.  The  hospitals, 

however,  are  better  provided  with  psychiatric  social  workers 

than  ever  before,  with  increasing  realization  of  the  treatment 

values  of  the  service."35 

Child  guidance 

Child  guidance  clinics,  the  unorganized  beginnings  of 

which  date  back  to  the  early  years  of  the  twentieth  century, 

about  1922  began  to  be  definitely  recognized  as  a  new  pro- 
gram. Their  development  was  greatly  accelerated  and  their 

organization  influenced  by  the  Commonwealth  Fund  Pro- 

gram for  the  Prevention  of  Delinquency.  Two  years  of  plan- 
ning by  leaders  in  the  fields  of  psychiatry,  psychology,  and 

social  work  preceded  the  formulation  of  a  child  guidance  pro- 
gram and  the  organization  of  the  first  demonstration  clinic  in 

St.  Louis  in  the  spring  of  1922. 

34  Statement  based  on  a  letter  from  Miss  Eleanor  Vincent,  Assistant  Director 
of  War  Service  of  the  American  Red  Cross,  1938. 

35  From  a  letter  from  Dr.  Charles  Griffith,  Medical  Director  of  the  United 

1938. 
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Child  guidance  clinics  had  a  spectacular  growth  and,  like 

other  rapidly  growing  fields,  met  a  shortage  of  workers  ade- 

quately trained.'50  An  extensive  program  for  training,  to- 
gether with  increasing  demand  for  workers,  resulted  in  an 

emphasis,  in  schools  of  social  work,  on  preparation  for  child 

guidance  and  a  tendency  on  the  part  of  incoming  students  to 

regard  child  guidance  positions  as  the  most  promising.37 
Certain  elements  in  the  child  guidance  movement  had  a 

significant  bearing  on  psychiatric  social  work.  In  the  first  place, 
the  very  organization  of  the  demonstration  clinics  under  the 

Commonwealth  Fund  program,  and  of  later  clinics  influenced 

by  them,  placed  the  social  worker  in  the  position  of  an  impor- 
tant member  of  a  clinic  team,  as  a  representative  of  a  profes- 

sional field  that  had  its  own  distinct  contribution — a  favorable 

position  not  always  enjoyed  by  social  workers  who  entered 
some  of  the  first  positions  in  state  hospitals,  clinics  in  general 
hospitals,  or  hospitals  under  government  auspices.  In  the  child 

guidance  clinics,  the  social  worker  found  an  organization  that 

included  social  service  in  its  initial  plans,  with  full  acceptance 

36  The  Commonwealth  Fund  program  included  fellowships  for  psychiatrists 
and  psychologists  interested  in  child  guidance  work,  as  well  as  for  psychiatric 

social  workers.  For  full  details,  see  The  Institute  for  Child  Guidance,  1927- 
I933y  DY  Lawson  G.  Lowrey  and  Geddes  Smith,  New  York,  Commonwealth 

Fund,  1933,  p.  12-43. 
In  regard  to  the  training  of  the  psychiatrists  who  were  to  direct  the  new 

child  guidance  clinics,  the  following  quotation  from  page  3  of  that  report  is 

in  order:  "The  difficulty  [dearth  of  adequately  trained  personnel]  was  par- 
ticularly marked  in  the  case  of  psychiatry.  Its  basic  content  was  in  a  state  of 

flux.  Most  psychiatrists  in  practice  had  been  educated  in  medical  schools  which 
were  not  greatly  interested  in  this  branch  of  medicine  and  at  hospitals  where 

most  of  the  teaching  material  was  in  the  field  of  the  psychoses  and  little  selec- 
tion of  cases  for  training  purposes  was  possible.  They  were  unfamiliar  with 

the  assumptions,  to  say  nothing  of  the  practice,  of  social  therapy,  and  had 

little  or  no  experience  in  inter-professional  cooperation.  .  .  .  The  Institute's 
task,  in  a  word,  was  to  take  men  prepared  chiefly  for  the  institutional  manage- 

ment of  psychopathy  and  fit  them  for  administrative  and  professional  leader- 
ship in  community  agencies  with  broadly  educational  as  well  as  clinical  func- 

tions." 
37  See  George  S.  Stevenson  and  Geddes  Smith,  Child  Guidance  Clinics:  A 

Quarter  Century  of  Development,  New  York,  Commonwealth  Fund,  1934. 
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of  its  contribution.  In  child  guidance  clinic  work,  there  is  a 
greater  uniformity  in  concepts  as  to  the  place  and  function  of 

social  service,  and,  generally  speaking,  child  guidance  work- 
ers have  enjoyed  a  greater  freedom  in  the  study,  planning, 

and  carrying  out  of  the  social  program  of  the  patient,  together 
with  a  prestige  that  comes  from  a  larger  participation  in  a 

total  program.  Herein  lies  another  reason,  perhaps,  why  so- 
cial workers  sought  child  guidance  positions  in  preference  to 

those  in  other  fields. 

Again,  child  guidance  clinics  offered  to  social  workers  an 

important  place  in  a  program  of  mental  hygiene  education  for 
the  whole  community.  The  psychiatrists  who  directed  the  first 

demonstration  clinics,  in  addition  to  treating  individual  chil- 
dren, gave  a  large  share  of  their  time  to  educational  activities, 

to  lectures  to  community  groups,  study  groups  of  parents, 
teachers,  or  social  workers,  and  to  courses  in  universities  or 

teachers  colleges. 

Cooperative  work  was  set  apart  as  a  distinct  function.  In 
certain  clinics  cooperative  workers  were  assigned  to  give  all 

their  time  to  the  clinic's  relationships  with  referring  agencies 

in  the  community,  and  to  be  in  charge  of  the  "cooperative 
cases";  the  referring  worker  continued  to  carry  responsibility 
for  the  social  treatment  of  the  child  in  consultation  with  the 
clinic  worker. 

And  lastly,  in  the  child  guidance  clinic  we  have  seen,  more 

clearly  than  in  other  agencies,  developments  in  the  relation- 
ship of  psychiatrist  and  social  worker  in  treatment.  Because 

of  the  close  relationship  of  these  members  of  the  clinic  team, 

child  guidance  clinics  have  been  a  particularly  appropriate 

place  for  experiments  whereby  the  .psychiatric  social  worker 
takes  an  increasing  share  in  treatment.  In  many  child  guidance 

clinics,  the  once-held  distinction  between  the  psychiatrist,  who 

"deals  with  the  emotional  problems"  of  the  client,  and  the 
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psychiatric  social  worker,  who  confines  her  activities  to  the  so- 

called  "changing  of  the  environment,"  has  broken  down.  Par- 

ticularly in  regard  to  the  attitudes  of  the  child's  parents,  atti- 
tudes growing  out  of  their  own  emotional  problems,  has  the 

psychiatric  social  worker  played  an  increasingly  important 

role,  oftentimes  taking  responsibility  for  work  with  the  par- 
ents, as  the  psychiatrist  works  with  the  child.  Dr.  Stevenson 

has  stated  that  as  the  psychiatric  social  worker's  "techniques 
are  enriched  by  association  with  psychiatrists,  she  often  be- 

comes an  accomplished  psychotherapist."38 
The  development  of  the  psychiatric  social  worker  as  a  psy- 

chotherapist is  by  no  means  limited  to  child  guidance  clinics, 
and  even  in  child  guidance  clinics  the  extent  to  which  such  a 

role  is  assumed  varies  considerably.  Nevertheless,  the  fact  re- 
mains that  several  of  the  leading  child  guidance  clinics,  with 

their  flexible  routine,  general  interest  in  experimentation, 

willingness  on  the  part  of  psychiatrists  to  delegate  to  able 

workers  such  responsibility,  and  a  set-up  that  provides  close 
and  continuous  contact  of  both  psychiatrist  and  social  worker 

in  the  treatment  process,  have  provided  a  particularly  favor- 

able milieu  for  such  development.39 
Dr.  Stevenson  has  described  child  guidance  clinics  as  "tran- 

sitional agencies,"  their  purpose  "to  correlate  certain  resources 
for  the  care  of  children  handicapped  by  personality  or  behav- 

ior." There  is  evidence  of  a  tendency  away  from  independent 
organization,  and  toward  affiliation  with  established  institu- 

tions, particularly  universities,  medical  schools,  or  hospitals, 

both  psychopathic  and  general  medical.  Whatever  the  direc- 
tion of  growth  during  the  next  few  years,  psychiatric  social 

work  is  strongly  entrenched  as  an  essential  part  of  child  guid- 
ance service,  with  its  dual  function  of  individual  treatment 

38  Stevenson  and  Smith,  of.  cit.y  p.  117. 
39  A  fuller  discussion  will  be  found  in  Chapter  Six. 



60  Psychiatric  Social  Work 

and  contribution  to  the  preparation  of  all  those  who  deal  with 

children — physicians,  public  health  nurses,  teachers,  parents, 
and  social  workers. 

Psychiatric  and  mental  hygiene  clinics 

Popular  interest  in  child  guidance  work  overshadowed  a 

less  spectacular  but  equally  important  development.  In  gen- 
eral hospitals  first,  in  hospitals  for  mental  disease,  and  later 

in  agencies  under  varied  auspices,  were  appearing  psychiatric 
clinics  for  adults,  or  combined  service  for  adults  and  children. 

Such  clinics  originated  long  before  190040  but  social  service 
as  a  part  of  the  program  did  not  appear,  as  we  have  seen, 
until  1905.  In  1920  there  were  approximately  one  hundred 

such  clinics,  in  1930  nearly  four  times  that  number.41 
The  recognition  of  the  fact  that  to  general  hospitals  came 

patients  suffering  from  mental  disorders  is  indicated  in  the 

1907  Annual  Report  of  the  Social  Service  Department  of  the 

Massachusetts  General  Hospital.  The  report  also  describes 

the  aid  social  work  may  give  in  meeting  the  needs  of  such  pa- 

tients— a  group  "especially  deserving  of  our  sympathy  and 
aid" — "the  cases  of  'nervousness,'  hysteria,  morbid  fears  or 
fixed  ideas,  hypochondriacal  concentration  on  the  movements 

and  sensations  of  the  heart,  stomach,  or  other  organs,  'nerv- 

ous prostration,'  with  torturing  worries  and  discouragement, 

40  According  to  Dr.  Abbott,  the  first  real  outpatient  clinic  for  mental  cases 
was  established  in  1885  in  the  outpatient  department  of  the  Pennsylvania  Hos- 

pital. In  1897  another  was  made  a  part  of  the  outpatient  department  of  the 

Boston  Dispensary.  E.  Stanley  Abbott,  Out-Patient  or  Dispensary  Clinics  for 
Mental  Cases,  American  Journal  of  Insanity,  77:217,  October  1920.  The  earli- 

est date  found  in  the  Directory  of  Psychiatric  Clinics  was  1867. 

41  The  Directory  of  Psychiatric  Clinics  in  the  United,  States,  1036  (New 
York,  National  Committee  for  Mental  Hygiene)  lists  400  clinics  serving  both 

adults  and  children,  41  serving  adults  only.  The  following  figures  are  of  in- 
terest : 

igoo  iqio  1020  1930  T932  T93^  I94° 
Clinics  combining  service 

for  adults  and  children        6  12  89  340  358  400  461 

Clinics  for  adults  only            -  -  7  32  33  41  38 
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or  with  insomnia,  nervous  dyspepsia  and  the  constant  sense  of 

exhaustion."  There  is  little  help  available  for  these  "psycho- 

neurotics" of  small  means.  "The  sufferer's  family  cannot  af- 
ford many  visits  to  a  skilled  and  humane  neurologist  or  to  one 

of  the  few  general  practitioners  who  have  both  ability  and  the 

willingness  to  spend  long  hours  in  battling  with  the  depres- 
sion or  the  groundless  fears  of  the  psychoneurotic.  Sanitorium 

treatment  is  usually  out  of  the  question.  Hospital  out-patient 
departments  have  not  been  organized  so  as  to  do  much  good 
for  these  sufferers.  The  physician  has  not  the  time,  the  plant, 

nor  the  assistance."  A  decision  was  made  to  "attack  the  prob- 
lem by  enlisting  the  help  of  social  workers  trained  especially 

for  the  treatment  of  psychoneurotics."  Under  the  direction  of 
the  physicians,  these  social  workers  undertook  the  task  of 

meeting  "the  necessity  for  the  long  and  intimate  talks,  ex- 

planations and  teachings"  which  must  be  provided  if  these 
sufferers  were  to  be  helped.  Subsequent  reports  of  the  social 

service  departments  contain  the  evidence  of  improvement,  and 

the  growing  belief  in  the  value  of  social  work  in  the  neuro- 
logical clinic. 

In  the  growth  of  clinics  in  the  general  hospitals,  combined 

leadership  has  come  from  psychiatrists,  neurologists,  social 

workers,  and  physicians  who  were  keenly  aware  of  the  emo- 
tional problems  of  patients.  The  similarity  of  the  disorders 

manifested  by  patients  who  came  to  the  general  hospital  clin- 
ics, the  outpatient  clinics  of  psychopathic  hospitals,  or  the 

clinics  established  under  the  auspices  of  state  hospitals  for 

mental  disease,  was  recognized. 

The  general  hospital  was  recommended  as  the  ideal  place 
to  care  for  incipient  or  borderline  cases,  both  because  patients 
were  regarded  as  medical  cases  and  need  not  face  the  social 

stigma  that  was  associated  with  the  hospital  for  mental  dis- 
ease, and  also  because  they  could  have  the  advantage  of  close 

cooperation  between  the  psychiatric  and  general  medical  staffs. 
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Social  work,  the  value  of  which  was  demonstrated  so  effec- 

tively at  the  Massachusetts  General  Hospital  at  Boston  and 
at  Bellevue  Hospital  in  New  York,  came  to  be  recommended 

and  generally  accepted  as  an  essential  aid  for  effective  psy- 

chiatric treatment.42 
Psychiatric  clinics  in  state  and  psychopathic  hospitals  have 

had  a  parallel  development  with  those  in  general  hospitals,  at 

least  in  regard  to  the  period  of  expansion  and  growth  in  num- 
bers. State  hospital  clinics  first  served  the  needs  of  paroled 

patients,  later  extending  the  facilities  to  those  individuals  who 
had  not  been  or  need  not  be  committed.  In  such  extension, 

state  hospital  clinics  have  met  handicaps  which  the  general 
hospitals  have  not  had  to  meet,  first  to  overcome  the  stigma 

connected  with  any  facilities  pertaining  to  the  "insane,"  and 
second,  and  probably  more  important,  the  heavy  case  load  of 
paroled  patients  which  prevented  the  needed  extension  of 

service  to  the  patient  not  hospitalized.  Extension  of  such  serv- 
ice to  the  community  outside  the  hospital  is  still  one  of  the 

aims  of  the  leading  state  hospitals  throughout  the  country. 
Traveling  clinics  have  become  an  accepted  part  of  hospital 
programs  in  many  of  the  states,  especially  Massachusetts,  New 

York,  New  Jersey,  Pennsylvania,  Illinois,  Michigan,  Cali- 
fornia, and  others. 

From  the  point  of  view  of  social  service,  such  traveling 
clinics  have  not  only  increased  the  recognition  of  the  need  but 
broadened  the  scope  of  the  work.  Upon  the  psychiatric  social 
worker  falls  the  chief  responsibility  for  the  organization  of 

the  community  in  preparation  for  the  clinic,  for  making  ar- 

42  See  Clarence  O.  Cheney,  The  Psychiatric  Clinic  and  Psychiatric  Social 
Work  in  a  General  Hospital,  Modern  Hospital,  25:131,  August  1925. 

A  statement  that  social  work  was  generally  accepted  as  an  essential  part  of 
clinic  organization  does  not  imply  that  such  clinics  are  adequately  staffed.  For 
discussion  of  inadequacy  of  social  service,  see  Elizabeth  T.  Greene,  Report  of  a 

Survey  of  Mental  Hygiene  Facilities  and  Resources  Utilized  by  Out-Patient  De- 
partments of  Hosfitals  and  Dispensaries,  Public  Schools,  Social  Agencies  and  by 

Courts  and  Protective  Agencies  in  New  York  City,  New  York,  National  Com- 
mittee for  Mental  Hygiene,  1929. 
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rangements  with  the  local  social  workers  and  educators  re- 
questing the  service,  and  for  aiding  the  social  workers  not  only 

to  prepare  social  data  needed  by  the  clinic,  but  also  to  carry 
out  suggested  treatment.  In  fact,  social  workers  in  all  mental 

hygiene  or  psychiatric  clinics  need  to  know  the  problems  of 
the  whole  community,  to  understand  the  aims  and  needs  of 

the  community  agencies,  and  to  develop  cooperative  relation- 

ships. Such  community  contacts  are  coming  to  be  fully  as  im- 
portant as  the  case  work  with  the  clinic  clientele. 

Educational  institutions 

The  growing  interest  of  educational  institutions  in  the  in- 

dividual problems  of  maladjusted  childhood,  and  the  pro- 
vision of  facilities  to  handle  them,  represent  undoubtedly  one 

of  the  most  significant  trends  in  education.  The  twentieth  cen- 

tury has  seen  heavy  responsibilities  laid  upon  the  schools — of 

educating  children  with  special  handicaps,  of  undertaking  pa- 

rental education,  of  providing  recreation,  of  taking  an  increas- 
ing share  in  the  social  and  economic  problems  of  a  community. 

Many  forces  both  within  and  without  the  school  have  brought 
realization  of  the  effect  of  home  and  environmental  conditions 

upon  young  children,  of  the  part  the  school  plays  in  the  emo- 

tional development  of  young  people,  of  the  teacher's  share  in 
the  gro wing-up  process.  We  have  seen  schools  and  social  agen- 

cies joining  forces  in  community  planning  for  the  prevention 

of  delinquency,  for  vocational  education,  and  for  training  for 

citizenship;  we  find  teachers  and  social  workers  beginning  to 

get  acquainted  with  each  other,  to  understand  each  other's 
problems,  to  work  them  out  together. 

The  employment  by  educational  institutions  of  psychiatric 

social  workers  is  one  result  of  the  school's  recognition  of  the 
existence  of  problems  of  emotional  maladjustment  and  the 

acceptance  of  a  responsibility  to  share  in  prevention  of  delin- 
quency and  mental  disorders.  The  school  offers  a  particularly 
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favorable  situation  for  psychiatric  social  work,  providing  as  it 

does  an  easy,  natural  approach  to  children. 

Psychiatric  social  work  in  schools  is  closely  related  to  visit- 

ing teacher  work,  although  they  have  had  separate  develop- 

ment and  organization.  In  the  years  1906— 1907,  Boston,  New 

York  City,  and  Hartford,  Connecticut,  "developed  simul- 
taneously, but  independently,  a  similar  type  of  work  to  meet 

a  common  need."43  The  common  need  was  represented  by  the 
children  whose  difficulties  were  not  reached  by  either  the  at- 

tendance officer,  the  school  nurse,  or  the  various  special  classes. 

To  meet  that  need,  "visiting  teachers"  were  appointed.44 
Many  of  these  first  workers  with  individual  problems  in 

the  schools  were  teachers  whose  equipment  for  the  new  task 

consisted  of  teaching  experience,  personal  qualifications,  in- 
terest in  children  and  in  social  problems.  In  the  early  years  few 

had  had  training  in  schools  of  social  work.  Apparently,  how- 
ever, the  value  of  social  work  training  was  recognized  by  the 

group,  for  in  1923,  when  the  Public  Education  Association  in 

New  York  City  made  a  survey  of  the  training  and  experience 

of  visiting  teachers,  twenty-nine  of  the  fifty-eight  workers  re- 

plying had  had  training  in  schools  of  social  work  and  forty- 
five  had  had  social  work  experience. 

The  visiting  teacher  movement  grew  steadily,  entirely 

apart  from  psychiatric  social  work  for  the  first  ten  or  fifteen 

years  of  its  growth.  Then  various  influences  drew  the  two 

groups  together.  Visiting  teacher  work  was  often  recom- 
mended for  communities  which  could  not  afford,  or  for  other 

reasons  were  not  ready  for,  a  child  guidance  clinic.  As  schools 

of  social  work  developed  programs  of  training  for  psychiatric 

social  work,  and  as  special  scholarships  were  offered,  visiting 

43  The  Visiting  Teacher  in  the  United  States,  A  Survey  by  the  National  As- 

sociation of  Visiting  Teachers  and  Home  and  School  Visitors,  2d  ed.,  New- 
York,  Public  Education  Association,  1923,  p.  11. 

44  For  a  more  complete  discussion  of  the  visiting-  teacher  movement,  see  J.  J. 
Oppenheimer,  The  Visiting  Teacher  Movement,  2d  ed.,  New  York,  Joint  Com- 

mittee on  Methods  of  Preventing  Delinquency,  1925. 
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teachers  quickly  availed  themselves  of  the  opportunity  to  add 

to  their  training,  courses  in  psychiatry,  mental  hygiene,  and 

in  many  cases  field  experience  in  a  mental  hygiene  clinic. 

School  superintendents  made  increasing  use  of  community 

clinics  and  we  find,  in  at  least  four  cities,40  boards  of  education 

establishing  their  own  child  guidance  departments  with  a  full- 
time  psychiatrist.  Several  others  shared  in  the  financing  of  a 

community  clinic,  or  employed  a  psychiatrist  on  a  part-time 

basis.40  In  such  cities,  visiting  teachers  who  could  meet  re- 
quirements for  training  and  experience  in  psychiatric  social 

work  became  members  of  the  clinic  staff,  and  teaching  ex- 
perience was  not  always  required. 

Visiting  teacher  work  has  in  the  main  been  carried  on  in 

the  elementary  schools,  in  a  few  junior  high  schools,  and  in  a 

still  smaller  number  of  high  schools,  where  work  with  the 

young  people  has  been  largely  the  concern  of  deans,  coun- 

selors, or  vocational  guidance  workers.  Likewise,  opportuni- 
ties for  psychiatric  social  workers  have  been  offered,  in  the 

main,  by  elementary  schools.  A  small  number  are  found  in 

colleges,  working  with  a  psychiatrist  appointed  to  aid  in  han- 

dling emotional  problems  of  students,  or  to  head  a  depart- 

ment of  mental  hygiene.  A  few  nursery  schools  employ  psy- 

chiatric social  workers.  In  1937,  twenty-eight  members  of  the 

American  Association  of  Psychiatric  Social  Workers  were  em- 

ployed in  educational  institutions,  including  nursery  schools, 

elementary  schools,  high  schools,  and  colleges.47 
At  one  time  it  might  have  been  fairly  easy  to  draw  up 

differences  between  a  visiting  teacher  and  a  psychiatric  social 

worker  in  a  school  from  the  point  of  view  of  training,  type  of 

case  work  done,  relationships  with  the  agencies  in  the  commu- 

45  Cleveland    (since    discontinued) ,    Minneapolis,    Newark,    and    New    York 
City. 

46  Winnetka,  Illinois,  Montclair,  New  Jersey,  and  New  Orleans,  Louisiana. 
See  page  174. 

47  This  does  not  include  those  in  schools  of  social  work.  See  Table  1,  page  80. 
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nity.  It  is  not  so  easy  now.  With  psychiatric  social  workers 

employed  in  schools,  and  visiting  teachers  already  employed 

taking  additional  training  and  frequently  graduating  in  a  de- 
partment of  psychiatric  social  work,  differences  are  ceasing  to 

exist.  Many  workers  in  schools  are  members  of  both  the 
American  Association  of  Psychiatric  Social  Workers  and  the 

American  Association  of  Visiting  Teachers,  and  others  would 

qualify  for  both  were  it  not  for  the  former  organization's  re- 

quirement of  a  year's  experience  with  a  psychiatrist  and  the 
latter's  requirement  of  teacher  training  and  experience.  In 
general,  the  psychiatric  social  workers  are  closely  connected 
with  a  clinic  organization  or  mental  hygiene  department, 
whereas  visiting  teachers  work  independently,  but  even  this 
distinction  by  no  means  holds  in  all  cases,  for  visiting  teachers 

also  may  be  members  of  a  clinic  staff,  and  in  a  few  localities 

where  such  is  the  case  the  two  titles  have  become  practically 

interchangeable.  The  functions  of  both  groups,  which  involve 
case  work  with  a  certain  number  of  children,  consultant  and 

educational  work  with  teacher  or  parent  groups,  developing 

working  relationships  with  community  agencies,  are  the  same. 

Mental  hygiene  societies  and  state  departments  of  mental 

hygiene 

Psychiatric  social  workers  have  found  a  demand  for  their 
services  in  mental  hygiene  societies,  usually  as  executive  or 
educational  secretaries.  In  191 8,  five  of  the  graduates  of 

the  first  year  of  the  Smith  College  Training  School  for 
Social  Work  were  employed  in  mental  hygiene  societies,  at 
least  three  of  whom  were  to  take  up  duties  concerned  with 

organizing  and  fostering  an  educational  program.  The  Na- 
tional Committee  for  Mental  Hygiene  appointed  a  psychiat- 

ric social  worker  as  educational  consultant  in  1924.  The  grow- 

ing demand  for  psychiatric  social  workers  in  mental  hygiene 

societies  during  the  period  1924-193 2  is  shown  in  Chapter 
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Three.  Five  members  were  employed  in  mental  hygiene  so- 
cieties in  1924,  eleven  in  1928,  sixteen  in  1932.  The  next  four 

years  show  a  decrease — fourteen  in  1933,  ten  in  1934,  and 
nine  in  1936. 

In  the  mental  hygiene  society,  the  psychiatric  social  worker 

appears  in  a  role  entirely  different,  in  its  main  emphasis,  from 

that  in  the  agencies  previously  considered,  those  primarily 
concerned  with  case  work  with  individuals.  Here  her  work 

concerns  community  organization,  publicity,  assisting  in  com- 
munity surveys,  planning  programs  for  conferences  or  study 

groups.  Only  occasionally  is  she  involved  as  consultant  in  in- 
dividual case  work  problems,  and  only  occasionally  does  she 

act  in  the  capacity  of  supervisor  of  the  actual  social  work  of  a 

mental  hygiene  clinic. 

In  the  state  departments  of  mental  hygiene  we  find  a  simi- 
lar program  developed  under  state  auspices  and  financed  by 

public  funds.48  Such  departments,  like  the  privately  financed 
societies,  vary  greatly  in  organization  and  scope  of  work.  Yet 

the  general  aims  are  identical.  As  in  the  mental  hygiene  so- 
cieties, the  program  embodies  mental  hygiene  education,  study 

of  mental  hygiene  needs  of  the  communities,  the  develop- 
ment of  facilities  for  more  adequate  provision  for  prevention 

and  treatment  of  mental  disease.  In  addition,  and  in  contrast 

to  the  private  societies,  the  personnel  of  the  state  agency  may 
exercise  a  supervisory  as  well  as  an  educational  function,  in 

the  work  of  the  many  institutions  or  clinics  concerned  with 
mental  health  or  disease. 

Two  states,  Illinois  and  New  York,  maintain  a  supervisor 

of  the  social  work  program  carried  on  within  the  state  insti- 

48  Three  states,  Maryland,  Massachusetts,  and  New  York,  have  established 
state  departments  of  mental  hygiene  as  part  of  the  public  welfare  program. 
The  following  states  are  listed  as  having  divisions  of  mental  hygiene  under 
either  the  department  of  health  or  the  department  of  public  welfare :  Connecti- 

cut, Kentucky,  Louisiana,  North  Carolina,  Pennsylvania,  Tennessee,  Texas, 
Virginia,  Wisconsin.  Social  Work  Year  Book,  iqsq>  New  York,  Russell  Sage 
Foundation,   1939,  p.  664.8. 
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tutions.49  In  Illinois  this  service  is  under  the  State  Depart- 
ment of  Public  Welfare,  in  New  York  it  is  under  the  State 

Department  of  Mental  Hygiene.  In  each  case  the  supervisor's 
responsibilities  include  the  organization  of  the  social  work 

program,  the  establishment  and  maintenance  of  standards, 

both  of  training  and  performance,  developing  plans  for  addi- 
tional training  for  those  already  in  service  and  participation 

in  a  state  program  of  mental  hygiene  education.  In  view  of 

the  present  general  tendency  toward  the  extension  of  social 

work  under  public  auspices,  the  place  of  the  psychiatric  social 

worker  in  mental  hygiene  societies  and  in  state  departments 

of  mental  hygiene  will,  during  the  next  few  years,  be  a  topic 

of  especial  interest.50 

Public  health  nursing  organizations 

In  1925,  the  Infant  Welfare  Society  of  Chicago  appointed 

a  psychiatric  social  worker  as  mental  hygiene  supervisor.  A 

few  months  later,  early  in  1926,  a  psychiatric  social  worker 

was  appointed  to  a  similar  position  in  the  Community  Health 

Association  in  Boston.  In  the  same  year,  a  psychiatric  social 

worker  began  her  work  as  mental  hygiene  supervisor  at  the 

East  Harlem  Nursing  and  Health  Service  in  New  York 

City,51  and  in  1927,  Miss  Katharine  Tucker,  director  of  the 

49  Massachusetts,  from  1918  to  1938,  maintained  a  supervisor  of  social 
work  under  the  Division  of  Mental  Hygiene. 

50  In  1924  no  members  of  the  American  Association  of  Psychiatric  Social 
Workers  were  working  in  state  departments  of  mental  hygiene  j  there  were  four 
in  1928,  seven  in  1932,  four  in  1933,  six  in  1934,  and  three  in  1937. 

51  An  earlier  development,  which  did  not  involve  the  appointment  of  a  psy- 
chiatric social  worker  but  showed  a  close  relationship  between  a  public  health 

nursing  organization  and  a  child  guidance  clinic,  should  be  mentioned  here.  In 
1924,  the  Visiting  Nurse  Association  in  Hartford,  Connecticut,  employed  half 

time  a  nurse  who  had  specialized  in  work  with  children,  to  deal  with  the  "prob- 
lem" children  met  by  the  association  and  referred  to  the  Helen  Hartley  Jenkins 

Juvenile  Clinic  (now  the  Hartley  Salmon  Memorial  Clinic).  In  1927,  the 
work  was  increased  to  full  time.  The  worker  attended  round  tables  held  in  the 

visiting  nurse  organization,  and  reported  on  the  progress  of  the  children  re- 
ferred to  the  clinic.  The  Hartford  Visiting  Nurse  Association  now  has  a  full- 

time  mental  hygiene  supervisor. 
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National  Organization  for  Public  Health  Nursing,  long  inter- 
ested in  the  mental  hygiene  aspects  of  public  health,  added  to 

her  staff  a  mental  hygiene  supervisor.  In  1 93 1 , a  survey,  made 

by  the  National  Organization  for  Public  Health  Nursing,  of 

400  leading  public  health  nursing  organizations,  revealed 

nineteen  employing  psychiatric  social  workers  in  such  a  ca- 

pacity.52 
The  employment  of  a  psychiatric  social  worker  in  the  ca- 

pacity of  mental  hygiene  supervisor  or  consultant  was  a  direct 

response  to  the  growing  interest  in  the  relationship  of  mental 

hygiene  to  public  health.  Mental  hygiene  education  was  the 
primary  function,  aiding  the  staff  nurses  to  understand  more 

thoroughly  the  mental  hygiene  aspects  of  public  health  work, 
and  to  utilize  such  understanding  more  effectively  in  their 

daily  contacts.  It  is  difficult  to  say  whether  this  particular  con- 

tribution of  psychiatric  social  work  to  public  health  is  tem- 
porary in  nature.  The  depression  years  have  undoubtedly 

been  largely  responsible  for  the  decrease  in  demand  since 

1932.  On  the  other  hand,  since  1925,  mental  hygiene  has 

become  an  accepted  part  of  educational  program  of  public 
health  nurses  in  many  training  centers.  There  is  indication 

that  the  appointment  of  mental  hygiene  consultants  has  filled 
a  temporary  need  which  will  diminish  as  the  permeation  of 
mental  hygiene  into  the  field  of  public  health  continues. 

Family  welfare  agencies 

Inherent  in  the  very  origin  of  psychiatric  social  work  was  a 

close  relationship  to  the  family  welfare  field.  "Long  before 

psychiatry  had  made  its  contribution,"  Dr.  Edward  D.  Lynde 

recalls,  in  "classes  conducted  by  Miss  Mary  Richmond  and 
Mr.  Porter  Lee"  students  were  urged  "to  take  into  account 

52  In  1936  a  similar  survey  of  four  hundred  organizations  revealed  twelve 
that  employed  mental  hygiene  supervisors.  Table  i,  page  80,  shows  the  num- 

ber of  psychiatric  social  workers  so  employed:  There  were  four  in  1928,  then 
there  was  a  rapid  increase  to  twenty  in  1932,  and  a  drop  to  eleven  in  1936. 
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the  mental  factors  in  making  family  adjustments."53  In  1918, 
Miss  Mary  Jarrett  wrote  The  Psychiatric  Thread  Running 

through  all  Case  Work,54  indicating  the  contribution  of  psy- 
chiatry to  the  whole  field  of  social  work.  A  year  later,  at  the 

National  Conference  of  Social  Work,  appeared  recommenda- 
tions that  social  psychiatry  and  mental  hygiene  be  included 

in  the  professional  education  of  all  case  workers.55  During  the 
last  twenty  years  psychiatric  and  mental  hygiene  knowledge 

has  steadily  permeated  the  whole  family  case  work  field.  In- 
creasing interchange  of  experience  between  workers  in  clinics 

and  those  in  family  agencies  have  revealed  more  similarities 

than  differences  in  the  problems  of  adjustment  of  the  clien- 
tele. Family  case  workers  have  become  increasingly  well 

equipped  to  recognize  and  to  handle  emotional  problems,  and 

there  is  no  doubt  that  in  the  large  cities  particularly,  "the 
psychiatric  social  worker  endeavoring  to  cooperate  with  a  less 

well  equipped  worker  in  a  family  agency"  feels  today  far  less 
than  she  did  ten  years  ago  a  "differentiating  sense  of  her  own 

knowledge  and  skill."56 
This  process  of  permeation  has  been  so  rapid  and  so  well 

recognized,  and  the  emphasis  today  is  so  strongly  upon  simi- 
larities rather  than  differences  in  training  and  experience  of 

workers  in  these  two  fields,  that  many  may  question  the  very 

inclusion  of  relation  to  the  family  field  in  a  history  of  psy- 
chiatric social  work.  There  were,  however,  two  aspects  of  this 

process  of  permeation.  One  was  the  general  changing  empha- 
sis in  professional  education.  The  other  was  a  planned  at- 

tempt to  quicken  that  process  by  utilizing  the  direct  contribu- 

53  Edward  D.  Lynde,  The  Place  of  Psychiatric  Social  Work  in  a  General 
Case  Work  Agency,  Proceedings  of  the  National  Conference  of  Social  Work, 

1924,  Chicago,  University  of  Chicago  Press,  p.  438-442. 
54  Mental  Hygiene,  3:210,  April  19 19. 
55  At  Atlantic  City  in  19 19.  Speakers  and  discussion  leaders  at  the  meeting 

were  Dr.  Bernard  Glueck,  Miss  Mary  C.  Jarrett,  and  Dr.  Jessie  Taft. 

56  Virginia  P.  Robinson,  A  Changing  Psychology  in  Social  Case  Work, 
Chapel  Hill,  University  of  North  Carolina  Press,  1930,  p.  77. 
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tion  of  experienced  psychiatric  social  workers.  With  this  lat- 
ter, a  history  of  psychiatric  social  work  is  concerned. 

In  March  1924  the  following  statement  appeared  in  the 
Bulletin  of  the  American  Association  of  Hospital  Social 

Workers:  "A  new  educational  method  is  being  experimented 
with  by  the  Illinois  Society  for  Mental  Hygiene  in  advisory 

work  with  the  United  Charities  of  Chicago."  Miss  Helen 

Myrick,  executive  secretary  of  the  Society  "visits  the  district 
offices  where  she  reads,  analyzes  and  discusses  the  personality 

phases  of  the  cases  that  present  behavior  problems.  .  .  .  The 

family  case  workers  are  given  an  opportunity  to  bring  to  their 
clients  the  benefits  which  psychiatric  social  work  has  to  offer. 

In  so  doing,  their  understanding  of  the  psychiatric  field  has 

been  enlarged  .  .  .  and  they  are  able  to  deal  more  under- 

standingly  and  more  effectively  with  problems  of  behavior." 

Miss  Myrick  herself  later  described  this  "new  educational 

method."57  She  found  the  case  workers  informed  in  regard 
to  mental  disease  and  process  of  commitment,  but  puzzled 
about  the  social  treatment  of  clients  who  showed  emotional 

problems  and  were  not  committed,  about  the  nature  of  the 

social  history  desired  by  psychiatric  clinics,  and  about  their 
own  share  in  assisting  the  clinic  in  its  treatment.  Her  service 

included  a  survey  of  existing  psychiatric  agencies,  assisting 
the  workers  in  psychiatric  social  studies  of  clients  referred  to 

clinics,  aiding  the  district  offices  in  analysis  of  cases  and  in 

discussion  of  facilities  for  treatment  of  problems  complicated 
by  emotional  disturbance. 

Miss  Frances  Taussig,  in  a  similar  article,  gave  an  account 

of  work  in  the  United  Hebrew  Charities  in  New  York  City. 

In  discussing  the  incidence  of  mental  disease  or  serious  emo- 
tional maladjustment  in  a  case  load  of  2,000  families  in  a 

typical  month,  she  makes  the  following  statements: 

57  Helen  Myrick,  Methods  Employed  in  an  Experiment  in  Advising  a  Gen- 
eral Social  Case-Work  Agency  on  Psychiatric  Social  Problems,  Mental  Hy- 

giene, 8:522,  April  1924. 
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These  are  the  conditions  with  which  the  family  case  worker 
is  confronted.  In  the  content  of  her  work  are  the  serious  mental 

problems  that  we  have  enumerated,  and  undoubtedly  many 

others  that  have  not  yet,  in  their  lack  of  definiteness,  been  recog- 
nized. Either  as  causes  or  as  results,  or  as  mere  accompanying 

factors  in  the  series  of  maladjustments  that  have  made  these 

families  the  concern  of  the  family  agency,  conditions  of  mental 

disease  are  progressively  demoralizing  individuals,  and,  through 

them,  their  families.  Fears  and  anxieties  are  breeding  more  nu- 

merous and  more  serious  fears  and  anxieties,  to  the  gradual  de- 

terioration of  the  family's  ability  ever  to  pull  itself,  unassisted, 
out  of  the  slough  of  hopeless  despair.  If  the  whole  work  is  not  to 

fail,  the  family  case  worker  must  be  able  to  recognize  these  dis- 
abling mental  conditions  before  they  have  become  exaggerated, 

and  must  be  skilled  in  applying  to  their  treatment  whatever  re- 
sources may  exist  for  this  purpose  in  her  community.  .    .    . 

The  psychiatric  worker,  or  department  .  .  .  should  exist  for 

the  purpose  of  acquiring  expert  knowledge  concerning  the  com- 

munity's psychiatric  resources  and  placing  this  knowledge  at  the 
disposal  of  the  organization's  case-workers.  It  should,  moreover, 
endeavor  to  ascertain,  in  the  case  of  each  of  the  clinics,  what 

method  of  presenting  the  agency's  material  is  most  effective  in 
the  way  of  securing  diagnosis  and  treatment  and  it  should  aid  in 

instructing  the  family  case-workers  in  such  methods  of  presenta- 

tion. Through  its  acquaintance  with  the  content  of  the  case- 

work of  the  organization,  it  should  be  able  to  arouse  in  the  case- 
worker an  alertness  to  the  existence  of  mental  problems  in  their 

earlier,  more  hopeful  stages,  and  to  bring  about  a  familiarity 

with  the  technique  of  handling  exaggerated  problems  that  will 
relieve  the  strain  of  responsibility  for  this  difficult  work.  Above 

all,  such  a  department  may,  if  effectively  conducted,  give  new 

significance  to  the  case-worker's  entire  job  through  the  relations 
that  it  can  help  to  establish  between  her  work  and  the  contribu- 

tion that  psychiatry  is  making  to  the  understanding  of  human 

behavior.58 

In  1926  a  psychiatric  social  worker,  Miss  Grace  Marcus, 

was  appointed  consultant  on  the  staff  of  the  Charity  Organi- 

58  Frances  Taussig,  The  Place  of  Psychiatric  Work  in  a  Family  Case-Work 
Organization,  Mental  Hygiene,  8:957,  October  1924. 
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zation  Society  of  New  York  City.  In  Chicago,  Miss  Myrick's 
work  was  continued  by  the  definite  appointment  in  1927  of  a 

psychiatric  social  worker  who  carried  a  small  case  load  and 

served  as  consultant  to  all  districts  which  desired  her  services, 

a  work  discontinued  after  two  years.  In  several  cities,  such  as 

Cleveland,  where  a  special  position  of  consultant  was  not 

created,  a  similar  goal  was  achieved  through  close  coopera- 
tion between  family  welfare  societies  and  community  clinics, 

and  a  planned  arrangement  for  family  workers  to  combine 

courses  in  social  psychiatry  with  a  brief  period  of  actual  ex- 
perience in  a  clinic. 

The  special  positions  as  consultant  represented,  then,  one 

phase  of  a  process  of  permeation,  fostered  by  leading  family 

agencies.  They  are  seen  against  a  total  picture  of  increasingly 

similar  basic  training  for  family  social  workers  and  psychiat- 

ric social  workers,  of  closer  relationship  and  mutual  under- 
standing between  family  agencies  and  psychiatric  clinics 

which  are  progressing  toward  a  broader  goal  of  community 

service,  and  lastly,  of  a  general  tendency  for  workers  with 

psychiatric  social  training  and  experience  to  enter  the  family 

welfare  field  as  staff  members  and  supervisors.09  Viewed  thus 
in  perspective,  the  consultant  positions  seemed  to  have  filled 

an  urgent  but  temporary  need. 

Private  practice 

Even  though  psychiatric  social  work  related  to  private  psy- 
chiatric practice  occurs  only  infrequently,  some  brief  mention 

should  be  made  here. 

In  1927,  the  occasional  employment  of  psychiatric  social 

59  There  were  six  members  working  in  family  welfare  organizations  in  1928, 
18  in  1932,  42  in  1933,  84.  in  1934,  and  69  in  1936.  In  the  child  welfare  field, 

a  situation  similar  to  that  in  the  family  welfare  field  is  evident — namely,  the 

appearance  of  a  few  "consultant"  positions,  the  general  tendency  for  child  wel- 
fare workers  to  avail  themselves  of  opportunities  for  additional  training,  and 

later,  for  workers  with  psychiatric  social  work  training  to  fill  staff  positions  in 

child  welfare  agencies.  See  Table  1,  page  80,  and  Table  15,  page  107. 
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workers  by  psychiatrists  in  private  practice  caused  the  Ameri- 
can Association  of  Psychiatric  Social  Workers  to  appoint  a 

Committee  on  Private  Psychiatric  Social  Work.  To  date, 

however,  its  extent  does  not  bear  out  the  promise  it  then  of- 
fered as  a  new  and  growing  field.  The  largest  number  of 

members  of  the  AAPSW  known  to  be  engaged,  in  any  given 
year,  for  full  time  in  private  psychiatric  social  work  was  four, 
out  of  the  total  of  over  four  hundred.  The  survey  made  by 

the  committee  of  the  American  Association  of  Psychiatric  So- 
cial Workers,  however,  revealed  that  some  thirty  workers 

had  been  engaged  for  brief  periods  in  connection  with  private 

psychiatric  practice. 

Exact  functions  were  not  clearly  defined,  nor  was  the  rela- 
tionship between  the  social  work  and  psychiatric  treatment  in 

any  given  case.  In  general,  especially  in  the  case  of  children, 

the  work  was  limited  to  a  temporary  service  involving  a  pre- 
liminary social  study  of  the  patient.  More  rarely,  a  psychiat- 

ric social  worker  was  called  upon  to  give  help  in  a  similar 

study  of  an  adult,  or  was  employed  full  time  during  treat- 
ment, her  activities  and  share  in  the  treatment  process  being 

carried  on  under  the  direction  of  the  psychiatrist.  As  a  rule, 

such  service  was  given  by  workers  already  employed  in  full- 
time  work. 

There  has  been  no  evidence  of  further  extension  of  full- 

time  psychiatric  social  work  service  in  private  work  since 

1930.  None  the  less,  it  still  represents  a  possible  develop- 
ment, and  as  such  is  of  interest  to  those  responsible  for  study 

of  function,  experience  and  training,  and  relationship  with 
the  practice  of  psychiatry. 



CHAPTER    THREE 

A  Statistical  Analysis  and  Interpretation 
of  the  Field 

HOW  many  psychiatric  social  workers  are  there?  In  what 

organizations  are  they  employed?  What  is  the  nature  of 

their  special  training  and  experience?  What  are  the  opportu- 

nities for  placement?  What  salaries  are  offered?  Such  ques- 
tions as  these  are  invariably  asked  by  students  of  the  field. 

The  data  that  provided  answers  to  these  questions  were  in 

the  main  compiled  during  the  period  of  the  present  study, 

and  were  contributed  by  three  groups  of  workers.  Group  A 

was  made  up  of  the  members  of  the  American  Association  of 

Psychiatric  Social  Workers,  Group  B  of  workers  who  were 
not  affiliated  with  the  professional  association  but  who  assisted 

by  sending  in  material,  and  Group  C  of  graduates  of  certain 
schools  of  social  work,  from  which  placement  records  were 

obtained.1 
Experience  records  of  the  members  of  the  American  Asso- 

ciation of  Psychiatric  Social  Workers  provided  the  basic  ma- 

terial. In  1933,  experience  records  from  385  of  the  415  mem- 
bers were  obtained.  And  to  ascertain  whether  this  informa- 

tion was  still  representative  of  the  group,  new  material  was 

obtained  in  1938  by  means  of  a  questionnaire  answered  by 

276  members.  Approximately  half  of  the  276  had  been  in  the 

1 933  group  and  had,  on  request,  brought  their  experience 

records  up  to  date.  The  other  half,  139  in  number,  had  joined 

since  1933.  The  two-fold  criterion  used  by  the  Association  for 
the  definition  of  the  psychiatric  social  worker  was  maintained: 

1  The  schools  which  contributed  data  in  regard  to  placement  were :  National 
Catholic  School  of  Social  Service,  New  York  School  of  Social  Work,  Smith 
College  School  for  Social  Work,  Simmons  College  School  of  Social  Work,  and 
Western  Reserve  University  School  of  Applied  Social  Sciences. 
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first,  specialized  training  involving  field  work  in  a  psychiatric 

or  mental  hygiene  clinic  or  a  mental  hospital j  second,  experi- 
ence in  an  agency  combining  psychiatric  and  social  work. 

Agency  affiliation  only,  without  regard  for  training,  was 
the  basis  for  compiling  the  list  of  workers  who  made  up 

Group  B,  over  400  of  whom  cooperated  with  the  study.  This 
group  included  workers  in  hospitals  for  mental  diseases,  in 

mental  hygiene,  psychiatric,  or  child  guidance  clinics,  in  psy- 
chiatric or  neuropsychiatric  departments  of  general  hospitals, 

in  state  societies  for  mental  hygiene  or  state  mental  hygiene 

departments,  and  a  group  of  visiting  teachers  working  in  com- 

munities where  child  guidance  or  mental  hygiene  clinic  serv- 
ice was  available  with  which  they  maintained  a  close  rela- 

tionship. An  attempt  was  made  to  reach  workers  in  other 

agencies  doing  specialized  work  with  mental  disorder  or  emo- 
tional maladjustment,  but  such  requests  yielded  few  returns, 

indicating  that  while  workers  in  family  and  child  welfare 
agencies  and  courts  were  increasingly  using  workers  with 

training  in  psychiatric  social  work,  there  were  few  actual  posi- 
tions differentiated  by  a  special  emphasis  on  either  training  or 

type  of  work  done.  Data  for  Group  B  were  prepared  in  the 
summer  of  1933.  It  was  impractical  to  obtain  more  recent 

data  from  members  of  this  group,  but  general  inquiries  made 

in  1938  in  the  fields  they  represented  indicated  that  the  situa- 
tion had  changed  little. 

Group  C,  the  graduates  of  schools,  figure  only  in  the  data 
concerning  types  of  agencies  in  which  workers  were  employed. 

Data  were  obtained  for  the  period  19 20-1 936. 

NUMBER  OF  WORKERS 

Exact  figures  as  to  the  number  of  psychiatric  social  workers 
in  the  United  States  were  difficult  to  obtain.  No  central  source 

of  information  exists,  and  uncertainty  as  to  definition  has 

created  difficulty  in  listing.  In  1925  a  survey  conducted  by 
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the  National  Committee  for  Mental  Hygiene  listed  244  psy- 
chiatric social  workers,  only  66  of  whom  were  at  that  time 

members  of  the  professional  association.2  In  1929,  the  Social 
Work  Year  Book  estimated  the  number  of  psychiatric  social 

workers  as  550,  of  whom  300  were  members  of  the  American 

Association  of  Psychiatric  Social  Workers ;  in  1932,  the  esti- 
mated number  was  650,  of  whom  approximately  400  were 

members. 

An  attempt  made  during  this  study  to  obtain  more  exact 

figures  revealed  that  the  Social  Work  Year  Book  estimates 

were  too  low.  In  state  hospitals  alone  throughout  the  country 

there  were  over  200  workers.3  There  were  over  500  workers 
listed  in  the  1932  Directory  of  Psychiatric  Clinics  in  the 

United  States*  Returns  from  a  questionnaire  sent  in  1933  to 
hospitals  listed  by  the  American  Hospital  Association  as  hav- 

ing social  service  departments  revealed  over  100  workers  (in 

addition  to  those  included  in  the  Directory  of  Psychiatric 

Clinics)  who  were  giving  full  or  part  time  in  a  neuropsychiat- 
ric  or  psychiatric  clinic  or  in  a  psychopathic  ward  maintained 

by  the  hospital. 

Duplication  in  these  lists  of  workers  and  the  membership 

of  the  AAPSW  was  eliminated  as  accurately  as  possible.  Ad- 

ditional similar  checking  during  the  period  of  the  study  in- 

dicated that  there  were  in  1938  about  1,100  workers,  ap- 
proximately half  of  whom  were  members  of  the  American 

Association  of  Psychiatric  Social  Workers. 

While  these  figures  may  not  represent  complete  returns, 

2  Then  the  Section  on  Psychiatric  Social  Work  of  the  American  Association 
of  Hospital  Social  Workers. 

3  The  report  of  the  Committee  on  Psychiatric  Social  Work  in  State  Hospitals 
of  the  American  Association  of  Psychiatric  Social  Workers  listed  207  members 
in  1933.  The  report  of  the  United  States  Bureau  of  the  Census,  Mental  Pa- 

tients in  State  Hosfitalsy  19s 5)  listed  213  workers.  An  additional  23  were  em- 

ployed in  hospitals  under  the  Veterans'  Administration. 

4  New  York,  Commonwealth  Fund.  The  Directory  for  1936  (published  by 
the  National  Committee  for  Mental  Hygiene)  showed  a  slight  increase.  In  1940 
the  total  was  approximately  650 ;   see  Mental  Hygiene,   24:252,  April   1940. 
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they  are  believed  to  be  as  accurate  as  possible  in  a  situation 

where  no  central  registry  is  available.  They  undoubtedly 
show,  first,  a  steady  increase  in  the  number  of  workers  em- 

ployed, and  second,  as  compared  with  the  figures  for  1925,  a 

definitely  increasing  proportion  as  members  of  the  Associa- 
tion. 

TYPES  OF  AGENCIES   REPRESENTED 

The  statement  has  been  made  that  "no  agencies  exist  for 
carrying  on  psychiatric  social  work  5  it  operates  within  the  ad- 

ministrative organization  of  a  large  number  of  fields."5  Data 
concerning  types  of  agencies  in  which  psychiatric  social  work- 

ers are  functioning  clearly  reveal  the  basis  for  the  statement. 

Among  the  members  of  the  American  Association  of  Psy- 
chiatric Social  Workers  many  different  types  of  agencies  were 

represented.  As  pointed  out  above,  we  have  here  a  group  of 
persons  whose  title  of  psychiatric  social  worker  is  based  upon 

special  training  and  experience  in  psychiatric  social  work  as 

defined  by  the  membership  requirements.  However,  an  analy- 
sis of  the  positions  held  by  this  group  shows  clear!/  that 

workers  thus  qualified  have  not  remained  in  the  type  of  posi- 
tion which  qualified  them  for  membership.  As  a  result,  we 

find  represented  fifteen  types  of  agencies — seventeen  if  we 
include  research  positions  irrespective  of  the  kind  of  employ- 

ing agency  and  a  miscellaneous  group  made  necessary  because 
of  a  few  special  agencies  that  were  not  readily  classifiable. 

An  analysis  of  the  agency  affiliations  of  the  membership 
over  a  period  of  years  reveals  that  between  1920  and  1937 
there  was  a  rapid  increase  in  the  number  of  types  of  agencies 

represented.  Psychiatric  social  workers,  using  the  title  by  vir- 
tue of  the  training  and  experience  that  made  them  eligible  for 

membership  in  the  Association,  have  taken  that  training  and 

experience  into  almost  every  type  of  social  work  agency  as 

6  Social  Work  Year  Book,  1935,  New  York,  Russell  Sage  Foundation,  p.  353. 
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well  as  into  organizations  where  they  maintain  not  a  case 

working  but  an  educational  function. 

As  for  the  workers  not  members  of  the  professional  organi- 
zation, the  very  method  of  selection  limited  the  number  of 

agencies  to  five — hospitals  for  mental  disease,  mental  hy- 
giene and  psychiatric  clinics,  child  guidance  clinics,  general 

hospitals,  state  departments  for  mental  hygiene  or  mental 

hygiene  societies,  and  educational  institutions. 

Among  the  graduates  in  psychiatric  social  work  in  the  pro- 
fessional schools,  the  list  of  agencies  represented  parallels,  in 

number  and  type,  the  list  derived  from  the  AAPSW  group. 
Table  i  shows  the  agency  affiliations  of  members  of  the 

American  Association  of  Psychiatric  Social  Workers  over  a  pe- 
riod of  seventeen  years.  The  increasingly  varied  nature  of  the 

activities  of  the  membership  is  revealed  in  the  comparison  of  a 

total  of  seven  types  of  agencies  in  1920  with  a  total  of  seven- 
teen in  1937.  In  1920,  of  the  seventeen  members  of  the  Psy- 

chiatric Social  Workers'  Club,  six  were  holding  positions  in 
mental  hospitals,  five  in  government  hospitals,  two  in  child 
guidance  clinics,  one  in  a  school  of  social  work,  one  in  a  state 

department  for  mental  disease,  two  in  neurological  or  psy- 
chiatric clinics  in  general  hospitals.  In  1924,  we  find  all  these 

agencies  represented  and,  in  addition,  courts,  public  health 

nursing  organizations,  and  a  few  special  agencies.  In  1928, 

again  the  same  agencies  are  represented  and,  in  addition,  fam- 
ily and  child  welfare  agencies,  organizations  concerned  with 

industry,  children's  institutions,  and  positions  in  research.  In 
1932,  we  find  the  same  line-up,  and,  in  addition,  two  workers 
in  private  psychiatric  social  work.  In  1936  and  1937,  another 

type  of  agency — the  public  welfare  organization — was  added 
to  the  list. 

Comparisons  of  the  figures  for  each  type  of  agency  reveal 

significant  data.  Of  special  interest  are  the  figures  for  mental 
hospital  workers,  which  show  a  decline  in  percentage  from 
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1920  to  1924,  an  even  more  startling  decline  in  1928,  and  a 

slow  increase  until  1937.6  As  for  child  guidance,  the  sudden 
increase  in  1928  is  undoubtedly  explained,  in  part  at  least,  by 

the  establishment  of  child  guidance  clinics  as  a  part  of  the 

Commonwealth  Fund  program  conducted  during  the  years 

1 921-1926  and  the  resultant  stimulus  to  establishment  of 
other  such  clinics.  While  few  of  the  child  guidance  clinics 

have  actually  been  abolished  as  a  result  of  the  depression, 

many  have  found  reduction  of  staff  necessary,  an  explanation 

of  the  decreasing  percentage. 
Positions  in  educational  institutions  show  a  steady  increase ; 

they  apparently  have  suffered  but  slightly  from  the  economic 
situation.  As  for  work  in  social  service  connected  with  general 

hospitals  (with  a  few  exceptions  in  neuropsychiatric  or  psy- 
chiatric clinics),  interesting  is  the  sudden  increase  in  1924  and 

the  steady  decline  since  that  date.  Work  in  public  health  or- 
ganizations has  proved  a  steadily  growing  field,  again  with  a 

slowing  up  in  1936  and  1937,  explained  undoubtedly  by  cur- 
tailment caused  by  the  depression.  In  juvenile  and  adult 

courts  the  percentage  has  remained  approximately  the  same 
since  1924,  as  it  has  in  institutions  for  the  feebleminded  or 

for  delinquent  children.7 
An  increasing  number  of  workers  since  1924  have  entered 

the  family  and  child  welfare  fields,  most  of  them  as  staff 

members  with  no  specialized  function.  This  increase  in  the 

number  of  positions  in  family  and  child  welfare  agencies,  and 
in  special  agencies,  has  been  marked  since  1932.  Also,  since 

1932,  members  have  entered  various  public  welfare  agencies 
for  emergency  relief,  social  security,  and  the  like.  Taken  in 

6  It  is  interesting  to  compare  these  figures  of  state  hospital  workers  within 
the  membership  with  the  total  number  of  workers  (213)  listed  in  the  United 
States  Bureau  of  the  Census  figures  (see  footnote,  page  77).  The  member- 

ship figures  are  approximately  one-fourth  of  the  total  number  of  workers  in 
the  country. 

7  Both  these  areas  are  listed  as  offering  opportunities  for  psychiatric  social 
workers  in  Vocational  Asfects  of  Psychiatric  Social  Work,  New  York,  Ameri- 

can Association  of  Social  Workers,  1925. 
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consideration  with  the  smaller  proportion  of  workers  in  child 

guidance  and  psychiatric  clinics,  this  tendency  indicates  one 
effect  of  the  depression  already  experienced  by  those  whose 
first  choice  is  a  clinic  position.  With  fewer  clinic  positions 
available,  many  workers  have  taken  positions  in  other  fields. 
It  is  clearly  evident,  nevertheless,  that  the  depression  is  not 
entirely  responsible  either  for  the  increase  in  family  and  child 

welfare  agencies  or  for  the  larger  number  of  types  of  agen- 
cies represented  by  the  membership.  It  has  merely  speeded 

up  a  process  that  has  been  going  on  since  the  beginning. 
In  view  of  the  fact  that  a  position  in  psychiatric  social  work 

has  been  defined  as  one  in  close  working  relationship  with 

psychiatry,  it  is  interesting  to  look  over  this  material  again 
with  changing  tendencies  in  mind.  How  many  of  the  positions 

listed  in  Table  i  represent  agencies  in  which  organized  psy- 
chiatric and  social  services  are  combined?  There  has  been  a 

steady  decline  in  the  proportion  of  such  positions,  which  in- 
clude those  in  mental  hospitals,  psychiatric  or  neuropsychiat- 

TABLE  2 

Changing  frofortion  in  positions  held  by  members  of  the  AAPSW  in 

agencies  combining  organized  psychiatric  and  social  services^ 
IQ20-IQ3J 

1920    1924    1928    1932    1936    1937 

Percentage  in  agencies  combining 
psychiatric  and  social  service  100.0      82.7      74.1      69.5     49.1      54.4 

Percentage  in  all  other  types  of 

agencies  —     17.3      25.9     30.5      50.9     45.6 

Decrease  in  percentage  in  four- 
year  period  in  agencies  combin- 

ing psychiatric  and  social  service  -      17.3        8.6       4.6      20.4        5.3* 

Average  percentage  decrease  per 
year  in  agencies  combining  psy- 

chiatric and  social  service  -       4.3        2.1        1.3        5.1        * 

Note.  This  condensed  table  does  not  reveal  what  may  be  a  significant  increase  during 

the  years   1 932-1 937.  The  percentage   of  positions  in  agencies  where  there  was  close 
association  with  psychiatry  was  61.2  in  1933,  45.7  in  1935,  49.1  in   1936,  and  54.4  in 

1937.  In  1940  the  percentage  dropped  to  49.8. 
*  Increase. 
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ric  clinics  in  general  hospitals,  government  hospitals  manned 

by  Red  Cross  or  Veterans'  Administration  workers,  child 
guidance  or  mental  hygiene  or  psychiatric  clinics,  mental  hy- 

giene societies  or  state  departments  of  mental  hygiene,  private 

psychiatric  social  work,  and  the  few  positions  in  courts  or  edu- 

cational institutions  that  are  connected  with  organized  psy- 
chiatric services.  Table  2,  based  on  percentages  of  the  total 

number,  shows  the  changing  proportions.  Especially  signifi- 

cant is  the  marked  decrease  during  the  years  1 932-1 936,  with 
a  small  but  definite  increase  in  1937. 

Tables  prepared  in  the  same  way  for  the  graduates  of  pro- 
fessional schools  of  social  work  reveal  an  identical  situation. 

Table  3  shows  an  increasing  number  of  types  of  agencies  be- 
tween 1920  and  1936.  Proportions  within  the  groups  vary 

somewhat  from  those  in  Table  1,  an  especially  significant  dif- 
ference being  the  larger  percentage  of  workers  employed  in 

family  welfare  agencies.  In  the  AAPSW  group,  the  propor- 
tion engaged  in  family  welfare  work  never  reached  a  fifth  of 

the  total ;  in  the  school  graduate  group,  we  see  the  propor- 
tions growing  from  11  per  cent  in  1928,  to  33  per  cent  in 

1932,  to  45  per  cent  in  1936.  Is  this,  we  may  well  ask,  one 

reason  why  there  has  been,  since  1920,  a  growing  number  of 

table  4 

Changing  proportion  in  positions  held  by  graduates  of  schools  of 

social  work  in  agencies  combining  organised  psychiatric 

and  social  services,  1920— 1936 

1920 

1924 

1928 

1932 1936 

Percentage  in  agencies  combining  psy- 
chiatric and  social  service 

Percentage  in  all  other  types  of  agencies 

76.6 

23-4 

55.6 

44.4 
54-5 
45-5 

42.3 

57-7 

27.1 72.9 

Decrease  in  percentage  in  four-year 
period  in  agencies  combining  psychiat- 

ric and  social  service 2  1.0 

.2 
13. 1 15.2 Average  percentage  decrease  per  year  in 

agencies  combining  psychiatric  and  so- 
cial service _ 5-3 _ 

3-3 

3.8 



Statistical  Analysis  and  Interpretation  85 

junior  members  of  the  American  Association  of  Psychiatric 

Social  Workers  who  cannot  qualify  for  active  membership  be- 

cause they  have  not  had  the  required  experience  in  a  psychiat- 
ric agency? 
Clearly  there  has  been,  since  1920,  a  definitely  increasing 

tendency  for  both  the  members  of  the  AAPSW  and  the 

graduates  of  psychiatric  social  work  in  the  professional  schools 
to  affiliate  with  agencies  which  do  not  represent  the  combined 

services  considered  as  basic  in  a  definition  of  a  position  in  psy- 
chiatric social  work.  Here  is  the  statistical  explanation  of  the 

dissatisfaction,  since  1930,  with  the  existing  definition  of  psy- 
chiatric social  work.  Who  is  doing  psychiatric  social  work?  All 

these  workers,  merely  because  of  training  or  association  mem- 
bership? Or  are  the  workers  not  affiliated  with  psychiatry  to 

be  regarded  as  psychiatric  social  workers  who  have  taken  their 

training  and  experience  into  other  fields? 

TURNOVER  AMONG  WORKERS 

The  statement  has  frequently  been  made  that  turnover  has 

been  rapid  among  psychiatric  social  workers.  Also  that  there 

is  a  marked  motility  from  one  type  of  social  work  activity  to 

another.  Actual  turnover  figures,  based  on  experience  records 
of  members  of  the  American  Association  of  Psychiatric  Social 
Workers,  prove  this  to  be  the  case. 

The  general  picture  of  turnover  is  indicated  by  the  follow- 
ing figures.  In  1933,  in  the  group  of  385  AAPSW  members, 

the  number  of  years  of  experience  ranged  from  one  to  twenty- 
three,  and  the  average  was  approximately  six  years.  Yet  the 
average  length  of  time  spent  in  any  one  position  was  less  than 

two  years  (1.9  years),  the  average  number  of  positions  held 

was  3.4,  and  the  average  number  of  types  of  agencies  was  2.5. 

An  almost  identical  picture  is  revealed  by  the  figures  from 

the  1938  experience  records.  The  experience  range  is  from 

one  to  twenty-five  years,  with  the  average  experience  span 
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somewhat  longer,  ten  years  instead  of  six.  Yet,  again,  the 

average  length  of  time  spent  in  any  one  position  was  less  than 

two  years  (1.6  years),  the  average  number  of  positions  held 

was  3.4,  and  the  average  number  of  types  of  agencies  was  2.4. 

In  view  of  such  averages,  there  can  be  no  doubt  that  psy- 
chiatric social  workers  tend  to  change  positions  frequently  and 

that  they  show  a  tendency  not  to  remain  in  the  type  of  agency 

represented  by  the  first  position  held.  However,  such  general 

figures  frequently  conceal  more  than  they  reveal  about  the 

exact  nature  of  rapid  turnover.  It  is  not  enough  merely  to 

know  that  turnover  is  rapid.  Certain  more  specific  questions 

arise.  The  data  that  follow  are  therefore  organized  around 

certain  of  these  questions  that  seem  especially  pertinent,  with 

a  statement  of  the  answer  indicated  by  the  data. 

Is  the  future  of  rapid  turnover  general  for  the  entire  mem- 
bership of  the  American  Association  of  Psychiatric  Social 

Workers?  Or  are  the  averages  affected  by  a  small  proportion 

of  members  whose  frequent  changes  in  positions  are  lowering 

averages  for  an  otherwise  stable  group? 

The  tendency  to  change  positions  frequently  seems  general 

for  the  whole  group.  Table  5  shows  the  actual  number  of 

positions  held  by  the  1933  and  1938  groups  and  the  length 

of  time  each  position  was  held.  The  length  of  time  ranged 

from  one  to  nineteen  years  in  the  first  group,  and  from  one  to 

twenty  in  the  second.  The  modal  points  for  both,  however, 

fall  at  one  year,  with  the  medians  almost  identical  (1.9  years 

and  1.6  years,  respectively). 

Do  the  less  experienced  workers  change  positions  more  fre- 
quently than  the  more  experienced? 

The  data  show  conclusively  that  while  the  younger  groups 

do  change  rather  more  frequently,  they  are  by  no  means  re- 
sponsible for  the  rapid  turnover.  Even  more  revealing  than 

the  frequency  table  is  a  simple  tabulation  based  on  experi- 
ence groupings  of  one  year  each   (the  range  from  one  to 
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TABLE  5 

Length  of  time  positions  were  held  by  members  of  the  American 

Association  of  Psychiatric  Social  Workers 

Positions  held  by 

1933  group 
(385  members) 

Duration Number Per  cent 

Positions 

leld  by 

1938  group 

(276  members) 

Number Per  cent 

327 

33-4 

261 

26.7 

132 

13-5 

80 
8.2 

67 
6.9 

35 

3.6 

20 2.0 

19 

2.0 

8 

.8 3 

•3 

4 

•4 

7 

•7 

5 

•5 

1 

.1 

4 

•4 

2 

.2 1 

.1 

1 

.1 

1 

.1 

978 

100.0 

One  year 
Two  years 
Three  years 
Four  years 
Five  years 
Six  years 
Seven  years 

Eight  years 
Nine  years 
Ten  years 
Eleven  years 
Twelve  years 
Thirteen  years 
Fourteen  years 
Fifteen  years 
Sixteen  years 
Seventeen  years 
Eighteen  years 
Nineteen  years 

Twenty  years 
Total 

442 
291 
144 

96 

75 

32 

26 

17 
13 

10 

7 
3 
4 
2 

1 

1 

1,164 

38.0 
25.0 

12.4 

8.2 

6.4 
2.7 

2.2 

i-5 

1.1 

•9 

.6 

•3 

•3 

.2 

.1 

.1 

Note.  In  the  1933  group  there  were  141  positions  and  in  the  1938  group  there  were 
34  that  were  held  for  less  than  six  months.  These  are  not  included  in  the  compilations. 
If  these  are  added,  the  totals  for  the  two  groups  are  1,305  and   1,012,  respectively. 

twenty-eight  years)  and  showing  the  number  of  workers  in 
each  group,  the  number  of  positions  held,  and  number  of  types 

of  agencies.  The  list  is  far  too  long  to  include  in  its  entirety, 
but  it  is  interesting  to  present  in  Tables  6  and  7  the  extremes 

in  each  experience  level — the  individual  who  changed  posi- 
tions most  often  and  the  one  who  changed  least. 

The  extremes  in  the  1933  figures  are  the  one  worker  who 
held  only  one  position  in  nineteen  years  and  the  one  who  in 

three  years  of  experience  held  eight  different  positions  in 

three  different  types  of  agencies.  The  1938  figures  reveal  a 

similar  contrast,  from  the  individual  who  held  one  position 
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TABLE  6 

Turnover  range  by  length  of  experience  of  members  of  the  American 
Association  of  Psychiatric  Social  Workers,  1933  group 

Length  of 

Total 
number 

of  workers 
in  group 

Number  of  positions 
held 

Number  of 

of  agenci 
types 
es experience Least Most 

Range 

2 

Least 

2 2 

Range 

23  years 
2 4 6 _ 

20  years 4 4 5 1 2 4 2 

19  years 
6 1 8 7 1 4 3 

1 7  years 2 3 7 4 3 3 
1 6  years 4 3 5 2 2 5 3 
15  years 3 4 6 2 3 5 2 

14  years 
1 1 

3 7 4 3 5 2 

13  years 

17 

8 7 6 5 
12  years 

26 
9 8 5 4 

1 1  years 

19 

9 8 4 3 
1 0  years 21 7 6 5 4 

9  years 

38 

7 6 6 5 
8  years 

26 6 5 4 3 

7  years 

3i 

6 5 4 3 
6  years 

36 

6 5 6 5 

5  years 

32 

5 4 4 3 

4  years 

38 

4 3 4 3 

3  years 
22 8 7 3 2 

2  years 
28 

4 3 1 - 

1  year 
12 

1 - 1 - 

Note.  No  workers  were  listed  for  27,  26,  24,  or  21  years,  and  only  one  each  for  28, 
25,  22,  and  18  years,  so  these  years  are  omitted.  Three  workers  who  held  their  first 

position  less  than  six  months  were  also  omitted.  The  total  is  therefore  378. 

twenty-five  years  to  the  one  who  in  four  years  held  seven  dif- 

ferent positions  in  six  different  types  of  agencies.  Figures  in- 
dicating most  frequent  change  do  show,  among  the  younger 

group,  a  tendency  to  change  jobs  frequently,  as  indicated  by 

the  fact  that  the  range  does  not  decrease  proportionately  with 

the  decreasing  years  of  experience.  Yet  it  is  perhaps  even  more 

significant  to  notice  that  all  the  groups  present  an  identical 

contrast  between  the  worker  who  stays  in  one  position  and  the 

one  who  does  not.  This  is  especially  evident  in  the  1933  group 

in  the  years  one  to  thirteen  inclusive,  which  represent  90  per 

cent  of  the  total  number  of  workers.  The  same  situation  ap- 
pears in  the  1938  table  where  90  per  cent  of  the  total  number 
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TABLE  7 

Turnover  range  by  length  of  experience  of  members  of  the  American 

Association  of  Psychiatric  Social  Workers,  1938  grouf 

Total 
Number  of  positions 

Ni 
jmber  of 

types 
number held 

of  agencies 
Length  of of  workers 

experience in  group Least Most 
Range 

Least 
Most 

Range 

25  years 2 i 3 2 1 2 1 

24  years 1 4 4 — 2 2 — 

23  years 1 3 3 
— 2 2 — 

22  years 2 3 5 2 1 3 2 

21  years 2 3 6 3 2 5 3 

20  years 9 2 9 7 1 6 5 

19  years 8 3 
10 

7 3 7 4 

1 8  years 
10 1 11 

10 

1 9 8 

1 7  years 

13 

1 12 11 1 9 8 

1 6  years 

13 

2 9 7 1 6 5 

1 5  years 
18 1 8 7 1 5 4 

14  years 
20 1 1 1 

10 
1 6 5 

1 3  years 

14 

1 6 5 1 3 2 

1 2  years 

25 

2 8 6 1 7 6 

1 1  years 21 2 9 7 1 7 6 

1 0  years 

19 

2 7 5 1 6 5 

9  years 
12 1 5 4 1 4 3 

8  years 1 1 2 8 6 2 4 2 

7  years 
1 2 2 5 3 1 3 2 

6  years 
18 2 8 6 1 4 3 

5  years 
22 1 5 4 1 5 4 

4  years 
8 1 7 6 1 6 5 

3  years 
6 2 4 2 2 3 1 

2  years 3 1 1 - 1 1 - 

Note.  Six  workers  who  held  positions  less  than  six  months  were  omitted. 

are  represented  by  the  experience  range  one  to  eighteen  years. 

Truly,  psychiatric  social  workers  are  a  peripatetic  group. 
Is  the  turnover  as  represented  by  these  figures  greater  in 

one  type  of  agency  than  in  another? 

Data  which  may  provide  the  answer  to  this  question  were 

drawn  from  the  1933  study,  and  based  on  figures  from  both 
Groups  A  and  B.  It  was  not  possible  to  obtain  comparable 

data  in  1938,  and  results  are  therefore  subject  to  some  ques- 
tion. The  1933  data  definitely  showed,  however,  that  while 

turnover  was  rapid  in  all  types  of  agencies,  certain  differences 

did  appear.  In  general,  state  hospitals  for  mental  disease,  state 
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departments  for  mental  hygiene,  and  government  hospitals 

provided  most  stability,  while  special  case  work  agencies,  fam- 

ily welfare  agencies,  and  private  psychiatric  social  work  re- 
vealed a  definitely  less  stable  picture. 

Having  accepted,  after  training,  a  position  in  a  certain  type 

of  agency,  such  as  a  mental  hospital  or  a  child  guidance  clinic, 

do  workers  tend  to  remain  in  that  field,  or  do  they  shift  from 

one  type  of  agency  to  another? 

Workers  show  a  marked  tendency  not  to  remain  in  the  type 

of  agency  represented  by  their  first  positions.  The  members 

of  the  American  Association  of  Psychiatric  Social  Workers 

have  moved  freely  from  one  special  area  of  social  work  ac- 
tivity to  another,  as  well  as  to  other  fields.  The  number  and 

variety  of  agencies  represented  by  these  workers  present  a 

graphic  picture  of  the  scope  of  activity  as  well  as  the  kaleido- 

scopic nature  of  the  change,  from  year  to  year.  Again  com- 
parable data  were  obtained  for  the  years  1933  and  1938.  The 

former  will  be  considered  first. 

Two  groups  of  workers  were  selected  from  the  385  experi- 
ence records:  all  those  whose  first  position  was  in  a  hospital 

for  mental  disease  (82  in  number),  and  all  those  who  began 

their  work  in  a  child  guidance  clinic  (76  in  number).  The 

types  of  agencies  represented  by  subsequent  positions  held  by 

the  members  of  these  two  groups  were  listed,  and  a  table  was 

made  to  show  the  proportion  of  workers  who  remained  in  the 

first  position  and  those  who  did  not.  The  data  follow: 

Workers  whose  -first  -position  was  in  a  hospital  for  mental  disease 

Number  who  remained  in  work  in  mental  hospitals  18 

Number  who  held  position  in  mental  hospital  and  one  other  type 
of  agency  36 

Number  who   held  position   in  mental   hospital  and   two  other 

types  of  agencies  19 
Number  who  held  position  in  mental  hospital  and  three  other 

types  of  agencies  8 
Number  who  held  position  in  mental  hospital  and  four  other 

types  of  agencies  1 

Total  82 
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Among  the  other  types  of  agencies  represented,  we  find 

child  guidance  clinics,  children's  agencies,  courts,  educational 
institutions,  family  welfare  agencies,  general  hospitals,  gov- 

ernment agencies,  industry,  institutions,  mental  hygiene  clin- 

ics, private  psychiatric  social  work,  public  health  organiza- 
tions, research,  societies  for  mental  hygiene,  state  departments 

for  mental  hygiene,  and  special  agencies. 

Workers  whose  first  position  was  in  a  child  guidance  clinic 

Number  who  remained  in  child  guidance  work  1 1 
Number  who  held  position  in  child  guidance  and  one  other  type 

of  agencies  35 
Number  who  held  position  in  child  guidance  and  two  other  types 

of  agencies  1 8 
Number  who   held  position   in   child   guidance  and   three   other 

types  of  agencies  10 
Number   who   held  position   in   child   guidance   and   four   other 

types  of  agencies  2 

Total  76 

Again,  the  types  of  agencies  represented  by  the  subsequent 

positions  are  children's  agencies,  courts,  educational  institu- 
tions, family  welfare  agencies,  general  hospitals,  government 

agencies,  industry,  institutions,  mental  hygiene  clinics,  private 

psychiatric  social  work,  public  health  organizations,  societies 

for  mental  hygiene,  state  departments  for  mental  hygiene, 

and  special  agencies. 

In  the  mental  hospital  group  we  find  the  whole  list  of 
agencies  used  in  the  study  (see  Table  i),  and  in  the  child 

guidance  group,  the  same  list  with  the  exception  of  positions 
in  research. 

Do  these  two  groups  give  a  representative  picture?  As  an 
additional  check,  no  unselected  experience  records  were 

classified  according  to  first  position  accepted  by  the  worker 

after  training.  Thirteen  groups  resulted,  each  representing 
a  different  type  of  agency,  but  six  were  eliminated  because 
the  number  of  workers  involved  was  so  small.  Each  of  the 

remaining  groups  was  then  classified  in  the  same  manner  as 
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the  original  two.  In  order  of  frequency,  these  seven  groups 
of  agencies  are  as  follows: 

Child  guidance  clinics 

23 

Family  welfare  agencies 
16 

U.  S.  government  hospitals 

15 

Mental  hospitals 12 

Educational  institutions 
12 

General  hospitals 

10 

Child  welfare  agencies 9 

Total 

07 

In  1938,  276  experience  records  were  analyzed  in  the  same 
way.  Fourteen  types  of  agencies  were  represented,  seven  of 
which,  because  of  the  small  number  of  workers  in  each,  were 
not  included. 

Family  welfare  agencies  65 
Mental  hospitals  48 
Child  guidance  clinics  43 

U.  S.  government  hospitals  20 
Child  welfare  agencies  19 
General  hospitals  12 
Educational  institutions  10 

Total  217 

Three  of  these  groups  are  presented  in  detail  in  Table  8, 

with  the  1933  and  1938  figures  in  parallel  columns  so  that 

TABLE  8 

Range  of  experience  of  workers  whose  first  position  was  in  a  hospital 

for  mental  disease^  a  child  guidance  clinicy  or  a  family 
welfare  agency 

Number  of  workers  whose  first  position  was  in 

Hospital  for  Child  Family  wel- 
mental  disease      guidance  clinic         fare  agency 

'933      *938  1933      1938  '933      t938 

Remained  in  first  type  2  16  9  5  5  11 
First  type  and  one  other  type  6  10  9  14  5  21 
First  type  and  two  other  types  3  8  5  18  5  14 

First  type  and  three  other  types  1  9  -  5  1  13 
First  type  and  four  other  types  -  5  -  1  -  3 
First  type  and  five  other  types  -  —  -  -  —  2 
First  type  and  six  other  types  -  —  -  -  —  1 
Total  12  48  23  43  16  65 
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comparisons  may  easily  be  made.  The  other  four  appear  in 
two  summary  tables,  Tables  9  and  10. 

The  general  picture  of  turnover  within  the  Association  was 
the  same  in  1938  as  in  1933.  To  those,  if  there  still  be  such, 
who  hold  a  mental  picture  of  psychiatric  social  workers  doing 

work  that  deals  chiefly  with  mental  disorder  or  serious  behav- 

ior problems  and  working  in  a  few  agencies  whose  chief  con- 
cern is  with  these  problems,  such  data  as  the  above  present  a 

rather  startling  picture.  Not  only  do  psychiatric  social  work- 
ers in  general  stay  for  brief  periods  in  any  one  job,  but  also 

they  move  freely  from  one  type  of  agency  to  another.  The 

picture  of  a  group  of  82  workers  who  have  held  positions  in 
sixteen  different  types  of  agencies,  a  similar  situation  in  a 

group  of  76,  and  an  almost  identical  situation  presented  in  all 
the  data  that  follow,  seems  to  indicate  conclusively  that  such 

moving  about  from  field  to  field  in  social  work  is  a  general 

situation.  While  turnover  in  certain  types  of  agencies  is  some- 
what heavier  than  in  others,  the  difference  is  comparatively 

slight,  and  the  whole  picture  is  one  of  continuous  shifting, 
both  within  and  without  the  clinic  and  hospital  field. 

From  one  aspect,  this  study  of  turnover  merely  empha- 
sizes a  condition  that  has  long  been  recognized.  The  varied 

activities  and  interests  of  the  Association  members  have  often 

been  discussed,  and  have  frequently  been  offered  as  explana- 

tion for  the  increasing  difficulty  in  carrying  out  a  unified  pro- 
gram. These  figures,  however,  have  revealed  a  second  aspect 

that  has  not,  apparently,  been  so  clearly  evident,  namely,  that 

the  individual  members  themselves  are  continually  changing 
the  foci  of  their  activities  and  their  interests.  What,  one  may 
well  ask,  in  a  new  field  where  functions  and  relationships  are 

still  to  be  established,  is  the  effect  of  such  continual  change? 
Such  a  question  can  probably  never  be  definitely  answered. 

The  continuous  analysis  of  the  function  of  psychiatric  social 

work  and  its  contribution  both  to  social  work  and  psychiatry 
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has  been  made  difficult  because  workers  do  not  stay  in  one 

job  long  enough  to  establish  the  services  they  can  best  render 

or  to  make  the  community  contacts  so  necessary  for  effective 

work.  On  the  other  hand,  rapid  turnover  has  undoubtedly 

been  a  potent  influence  in  bringing  about  a  closer  relationship 

between  psychiatry  and  social  work,  in  furthering  the  rapid 

absorption  of  the  contribution  of  psychiatry  to  social  work 

generally,  and  in  enabling  workers  to  gain  experience  in  work 
with  both  children  and  adults. 

PROFESSIONAL  EQUIPMENT  OF  WORKERS 

Who  is  a  trained  psychiatric  social  worker  and  who  is  not? 

In  this  field,  as  in  social  work  generally,  no  accepted  mini- 
mum requirements  such  as  exist  for  teachers  or  nurses  have 

been  established.  The  American  Association  of  Psychiatric  So- 
cial Workers,  like  other  social  work  organizations,  has  drawn 

up  minimum  standards  of  training  required  for  membership. 

Some  employing  agencies  are  aware  of  these  standards  and 

use  them,  others  do  not.  Concepts  of  training  for  psychiatric 

social  work  range  all  the  way  from  a  course  or  two  in  mental 

hygiene  or  psychiatry  to  a  full  two-year  period  of  training  in 

a  graduate  school  of  social  work  that  provides  courses  in  so- 

cial and  clinical  psychiatry  and  has  facilities  for  well-super- 
vised field  work  in  agencies  combining  the  services  of  both 

psychiatry  and  social  work. 

There  has  been  much  discussion  of  the  problem  of  the  un- 

trained worker  who  obtains  a  position  termed  psychiatric  so- 
cial work.  With  training  and  experience  requirements  for 

positions  varying  as  they  do  from  locality  to  locality,  inevita- 

bly there  will  be  found  in  positions  in  "psychiatric  social 
work"  individuals  who  do  not  meet  the  standards  established 

by  the  professional  organization.  Such  is  likely  to  be  the  case 
for  some  time  to  come. 



Statistical  Analysis  and  Interpretation  97 

On  the  other  hand,  there  is  a  definite,  increasing  recogni- 

tion of  the  value  and  necessity  of  special  training.  Apprentice- 

ship training  has  practically  disappeared.  Civil  service  require- 
ments for  positions  in  psychiatric  social  work,  in  both  federal 

and  state  programs,  have  shown  over  a  period  of  years  a  trend 

toward  higher  standards  of  professional  equipment.8 
An  attempt  was  made  during  the  study  to  obtain  exact  data 

as  to  the  amount  and  nature  of  the  professional  equipment  of 

those  who  used  the  title  of  psychiatric  social  worker  or  held 

a  position  termed  psychiatric  social  work.  The  members  of  the 
American  Association  of  Psychiatric  Social  Workers  (Group 

A)  responded  generously  to  the  request,  both  in  1933  and  in 

1938.  The  response  was  not  so  good  from  workers  outside  the 

membership,  who  were  employed  in  mental  hospitals,  gen- 

eral hospitals,  psychiatric  or  mental  hygiene  clinics,  or  educa- 
tional institutions  throughout  the  United  States  (Group  B). 

However,  165  returns  out  of  a  possible  500  gave  some  basis 

for  comparison,9  and  the  material  is  presented  for  whatever 
indication  it  may  give  of  the  general  picture  of  professional 

equipment. 

Two  items  of  information  were  gathered — general  aca- 
demic background  and  professional  social  work  training.  Be- 
cause of  difficulty  in  tabulation,  special  courses  taken  for 

professional  advancement  but  not  for  credit  in  colleges,  uni- 
versities, or  professional  schools  were  not  included.  Such 

courses,  however,  were  numerous.  Apprentice  training,  which 
occurred  only  infrequently,  was  defined  as  training  not  in  a 
school  of  social  work  but  in  an  agency  to  which  the  student 

gave  full-time  service  in  return  for  the  opportunity  to  learn 

8  See  footnote  32,  page  53. 

9  Data  for  Group  B  were  not  obtained  in  1938.  In  view  of  the  previous 
difficulties  both  in  preparing  lists  of  workers  and  in  obtaining  data  after  the 
lists  were  prepared,  the  second  attempt  did  not  seem  feasible.  The  task  would 

have  been  time-consuming,  with  small  promise  of  adequate  returns. 
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on  the  job,  under  supervision.  Apprentice  training  occasion- 
ally was  combined  with  a  course  at  a  school  of  social  work  or 

other  educational  institution.10 
According  to  the  1933  figures,  by  far  the  greater  propor- 

tion of  workers  in  both  groups  were  college  graduates.  Eighty 
per  cent  of  Group  A  and  72  per  cent  of  Group  B  had  a  bache- 

lor or  advanced  degree.  Marked  differences,  however,  ap- 
peared when  the  two  groups  were  compared  on  the  basis  of 

graduation  from  a  school  of  social  work:  77  per  cent  of  Group 

A  were  graduates,  22  per  cent  of  Group  B.n  Only  3  per  cent 
of  Group  A  had  no  social  work  training  as  compared  with 
31  per  cent  of  Group  B  (Table  11). 

Other  questions  arise.  How  many  of  these  workers  held 

A.B.  degrees  and  in  addition  were  graduates  of  schools  of  so- 
cial work?  How  many  were  graduates  of  either  a  college  or  a 

school  of  social  work,  but  not  of  both?  How  many  had  neither 
college  work  nor  social  work  training? 

The  number  of  workers  who  had  neither  college  nor  social 
work  training  is  negligible  in  both  groups  (less  than  2  per 
cent).  The  same  is  true  for  apprentice  training:  none  in 
Group  B,  less  than  one  per  cent  in  Group  A. 

Generally  speaking,  the  persons  entering  the  field,  whether 

10  Apprentice  training  is  rapidly  disappearing  and  is  no  longer  generally 
recognized  as  accepted  training  for  social  work.  Under  the  present  by-laws  of 
the  AAPSW,  no  one  not  a  graduate  of  a  school  of  social  work  may  become  a 
member. 

11  In  view  of  the  fact  that  Chapter  Seven,  which  deals  with  professional  edu- 
cation, was  based  largely  on  material  contributed  by  eight  schools  of  social 

work,  it  is  interesting  to  note  the  schools  represented  by  these  groups.  Of  Group 
A,  97.7  per  cent  graduated  from  the  New  York  School  of  Social  Work,  Smith 
College  School  for  Social  Work,  Simmons  College  School  of  Social  Work, 
School  of  Social  Service  Administration  of  the  University  of  Chicago,  National 
Catholic  School  of  Social  Service,  School  of  Applied  Social  Sciences  of  Western 
Reserve  University,  and  Pennsylvania  School  of  Social  Work,  seven  of  the  eight 

schools  that  cooperated  with  the  study.  Twenty-nine,  or  80.6  per  cent,  of  the 
36  non-members  were  graduates  of  these  same  seven  schools.  Other  schools  of 

social  work  or  departments  of  social  work  in  colleges  or  universities  repre- 
sented by  both  groups  are:  University  of  California,  University  of  Southern 

California,  Atlanta  School  of  Social  Work,  Loyola  University,  University  of 

Iowa,  University  of  Missouri,  Fordham  University,  University  of  Ohio,  Cin- 
cinnati University,  University  of  Oregon,  Bryn  Mawr  College. 
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or  not  they  become  members  of  the  Association,  have  as  basic 

equipment  a  bachelor's  degree ;  approximately  three-fourths 
in  each  group  are  so  situated  and  over  90  per  cent  have  had 

some  college  work.  Differences  are  marked  between  the  two 

groups  in  the  extent  of  training  in  schools  of  social  work, 

however,  but  even  in  the  non-member  group  65  per  cent  had 
some  training  in  professional  schools  of  social  work. 

In  1938,  a  further  study  was  made  of  experience  records 

of  members  of  the  AAPSW.  The  situation  in  general  was 

found  to  be  the  same  as  in  1933.  In  1933,  77  per  cent  were 

graduates  of  schools  of  social  work 3  in  1938,  79  per  cent 

were  so  classified.12  Whereas  in  1933  approximately  64  per 
cent  were  graduates  of  both  a  college  or  a  university  and  a 

professional  school  of  social  work,  68  per  cent  were  so  situ- 
ated in  1938.  The  figures  for  apprentice  training  and  for  no 

formal  social  work  training  remained  unchanged. 

In  view  of  the  fact  that  the  group  of  non-members  was 
small  (165  out  of  a  possible  five  hundred)  and  that  these 

figures  could  not  be  amplified  by  more  recent  data,  any  con- 
clusions must  be  tentative.  Further  study  is  indicated.  Yet  for 

those  interested  in  developing  high  standards  of  professional 

equipment  the  situation  is  not  too  discouraging. 

It  is  to  be  expected  that  the  professional  organization 

maintains  for  its  membership  higher  standards  of  professional 

equipment  than  are  found  in  practice  generally  within  the 

field.  Psychiatric  social  workers  share  with  all  social  work 

groups  the  task  of  gradually  raising  and  maintaining  those 
standards. 

SALARIES 

What  financial  remuneration  is  offered  by  a  field  that 

recommends,  and  may  eventually  require  of  those  who  enter 

12  The  percentage  for  1933  was  based  on  the  records  of  385  members;  that 
for  1938  was  based  on  the  records  of  524  members — the  385  who  were  mem- 

bers in  1933  and  139  who  had  joined  the  Association  since  that  date. 
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it,  a  college  degree  plus  two  years  of  graduate  work  in  a  pro- 
fessional school?  Salary  data  show  that  a  young  person  look- 

ing forward  to  the  field  of  psychiatric  social  work  at  the  pres- 
ent time  may  be  assured,  after  training,  of  an  annual  salary 

of  from  $1,500  to  $1,800,  and  may  reasonably  hope,  within 
a  few  years,  for  a  remuneration  of  $2,000  to  $3,000.  If  she 

achieves  a  position  involving  administrative  or  supervisory 

duties,  or  combines  such  duties  with  teaching,  she  may  be  one 
of  the  few  who  draw  salaries  of  $3,000  to  $5,000  and  even 
above. 

The  period  from  191 5  to  1937  showed  a  steady  increase  in 
median  salaries  for  members  of  the  American  Association  of 

Psychiatric  Social  Workers,  from  $1,000-$  1,200  in  1920  to 

$2,000— $2,600  in  1937.  Salaries  for  Group  A  are  consistently 
higher  than  those  for  Group  B,  indicating  that  the  trained 

social  workers  do,  in  general,  command  higher  salaries.  Fig- 
ures compiled  during  the  summer  of  1933  showed  a  discour- 

aging picture  of  marked  reductions,  with  the  median  of  ap- 
proximately $2,400  dropping  to  $2,000.  However,  salary 

TABLE   12 

Salaries  received  by  members  of  the  American  Association  of 

Psychiatric  Social  Workers,  igi^—ig^J 

Number  of  workers 

I9I5~ 1020— I925~ 

1930- 

Summer 

Salary- igio 

1924 I929 

*933 
*933 *935 

z937 

Over  $5,000 
- - - - - 

3 6 

$4,000-5,000 
- - 3 4 5 1 1 

15 

*  $3,500-3,999 
- - 

4 

17 

7 1 1 

l9 

$3,000-3,499 
— 1 22 

42 

16 

44 

43 

$2,500-2,999 
1 5 

45 

39 
34 

33 33 

$2,000-2,499 
1 33 

104 

88 
60 

74 

66 

$1,500-1,999 5 81 

108 

43 

79 
57 

32 

$1,000-1,499 
16 

14 

*3 

2 5 4 2 

Under  $1,000 

13 

1 - - - - - 
Total 

36 

*35 
299 

235 

206 

237 

216 

Median  salary $1,156 
$1,824 

$2,137 

$2,412 

$2,158 $2,39o 

$2,621 
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table  13 

Salaries  received  by  workers  who  were  not  members  of  the 

American  Association  of  Psychiatric  Social  Workers, 
1915-1933 

Number of  workers 

Salary 

'9 

'5-' 

gig 

*9 

2o—ig24 

ig2S~i\ 

?29 

'93 

o-ig33 

$3,000-3,500 
- - - 1 1 

$2,500-2,999 
- 

4 2 

14 

$2,000—2,499* 
— 10 

32 

63 

$1,500-1,999 3 

40 

68 
100 

$1,000—1,499 5 
21 

19 
17 

Under  $1,000 7 7 1 1 

Total 

*5 

82 
122 

206 

Median  salary 

$1 

,050 

.00 

$1 

,662.00 $1,801, 
,00 

$1 

,925-00 figures  obtained  from  237  members  of  the  AAPSW  in  1935 
and  1937  revealed  a  median  approaching  $2,500.  Data  used  in 

these  analyses  were  obtained  from  four  sources,  as  follows:13 
a.  From  three  studies  made  prior  to  1930. 

In  1925,  the  National  Committee  for  Mental  Hy- 
giene secured  information  in  regard  to  salaries  from 

196  psychiatric  social  workers.  The  range  in  salaries 

was  from  "$1,200  or  less"  to  "$4,000  and  over,"  with 

the  median,  in  round  numbers,  at  $i,900.14 
In  1928,  the  Division  on  Community  Clinics  ob- 

tained data  from  1 20  psychiatric  social  workers  in  child 

guidance  clinics,  who  reported  salaries  from  $1,000  to 

$5,000,  with  the  median  at  approximately  $2,200.15 
The  same  year  the  membership  committee  of  the 

American  Association  of  Psychiatric  Social  Workers 

obtained  salary  data  from  117  of  its  members.  In  a 

13  A  table  showing  complete  figures  from  all  sources  will  be  found  in  Ap- 
pendix B,  page  320. 

14  Vocational  Aspects  of  Psychiatric  Social  Work,  ist  ed.,  New  York,  Ameri- 
can Association  of  Social  Workers,  1925,  p.  21. 

15  Salaries  of  Psychiatric  Social  Workers,  The  Synergist  (Division  on  Com- 

munity Clinics  of  the  National  Committee  for  Mental  Hygiene),  1:6,  Novem- 
ber 1928. 
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group  representing  various  types  of  agencies,  the  range 
was  again  from  $1,500  to  $5,000,  the  median  $2,500. 

b.  From  the  experience  records  of  the  members  of  the 
American  Association  of  Psychiatric  Social  Workers  and 

from  additional  data  sent  in  during  the  period  of  the 

study,  data  about  salaries  were  obtained  over  the  period 

1 91 5-1 933  and  charted  in  five-year  periods.  In  the 
summer  of  1933  replies  to  the  request  for  information 

as  to  the  extent  of  salary  reductions  were  received  from 

206  members.  In  March  1935,  another  survey  of  the 

salary  situation  was  made,  with  237  replies j  the  re- 
turns represent  about  60  per  cent  of  the  membership 

and  should  give  a  fairly  adequate  picture.  And  again, 

in  the  spring  of  1937,  information  was  obtained  from 
216  members. 

The  figures  for  these  studies  are  shown  in  Table  1 2  j 

they  indicate  a  steady  rise  in  median  salaries  from  191 5 

to  1933,  a  definite  decline  in  1933,  and  equally  definite 
increase  in  1935  and  1937. 

c.  From  experience  records  submitted  by  Group  B,  infor- 

mation about  salaries  was  obtained  for  the  period  19 1 5- 
1933.  As  indicated  above,  no  data  were  obtained  for 

1938,  and  information  about  reductions  since  that  time 

is  lacking.  The  available  information  is  presented  in 

Table  13,  however,  because  it  gives  a  picture,  similar  to 

that  revealed  in  Table  12,  of  a  steadily  increasing  sal- 
ary scale  and  an  increasing  median.  The  medians  are 

consistently  somewhat  lower  than  those  of  Group  A, 

and  we  find  all  through  this  period  a  larger  number, 
proportionately,  receiving  salaries  under  $1,500  and  a 

smaller  proportion  drawing  salaries  over  $3,000.  Also, 

the  range  is  shorter  ;  there  was  no  salary  higher  than 

$3,500. 
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d.  From  the  Joint  Vocational  Service  were  obtained  data 

about  salaries  offered  for  466  positions  listed  with  that 

agency  during  the  period  1926-193 i.1G  The  salaries 
ranged  from  under  $1,000  to  $4,000,  with  the  median 

falling  at  $2,100,  a  figure  identical  with  the  median 

for  the  membership  in  the  period  1 925-1 930  and 

closely  approximating  the  median  for  the  child  guid- 

ance clinic  positions  in  192 8- 1929. 
In  1938  additional  material  was  obtained  for  the 

years  1936  and  1937.  The  groupings  were  made  in  in- 

tervals of  $300  instead  of  $500  so  exact  comparisons 

are  not  possible.  The  information  provides  a  general 

comparison,  however,  and  it  is  presented  in  Table  14. 

It  is  significant  that  medians  for  both  1936  and  1937 

are  lower  than  for  1 926-1 931.  This  is  what  one  would 
expect  during  the  depression  years.  However,  this  is  in 

marked  contrast  to  the  situation  presented  in  Table  12, 

salaries  of  the  members  of  the  AAPSW,  where  we  find 

a  marked  drop  in  1933  but  a  subsequent  recovery  to  a 
new  high  in  1937. 

17 

In  general,  the  picture  is  not  a  discouraging  one,  especially 

in  view  of  the  upswing  revealed  in  the  1935  and  1937  re- 

turns from  the  membership.  Salary  reductions  were  inevi- 
table and  have  occurred  in  all  types  of  work  represented.  But 

the  whole  situation  described  in  terms  of  medians  or  averages 

16  The  Joint  Vocational  Service  was  established  in  1926  under  the  auspices 
of  several  agencies  to  give  vocational  counsel,  information,  and  employment 
service  in  social  work  and  public  health  fields.  It  was  closed  December  31, 

1939.  The  Social  Work  Vocational  Bureau  has  since  been  organized  to  give 
personnel  service  in  the  social  case  work  field. 

17  Definite  figures  about  salary  reductions  were  obtained  in  1933  from  240 
of  the  members  of  the  American  Association  of  Psychiatric  Social  Workers.  One 

hundred  fifty-four  workers  reported  reductions  ranging  from  5  to  50  per  cent; 
74  reported  that  there  had  been  neither  reductions  nor  increases;  12  reported 
increases  in  salary.  Seventeen  per  cent  of  the  individuals  suffered  salary  cuts  of 
from  20  to  50  per  cent.  The  average  amount  of  reduction  for  the  group  was 
10  per  cent. 
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TABLE   14 

Salaries  offered  for  positions  In  'psychiatric  social  work  registered  with 
the  Joint  Vocational  Service 

Number  of Number  c f 

positions 

1926—103 1 

Salary 
positions 

Salary i936 

*937 

$4,000-5,000 
- Above  $3,000 20 

24 

$3,500-3,999 9 $2,700-2,999 8 

13 

$3,000-3,499 
22 $2,400—2,699 

3i 
48 

$2,500-2,999 44 $2,100-2,399 

41 

56 

$2,000-2,499 

194 

$1,800—2,099 
116 

163 

$1,500-1,999 

175 

$1,500-1,799 128 

183 

$1,000—1,499 2  1 
$  1,200—1,499 

46 

64 

Under  $1,000 1 Under  $1,200 

13 

7 
Total 

466 

Total 
4°5 

558 

Median  salary $2,093.00 
Median  salary 

$1,842.00        $1 

,828.00 

indicates  that  the  employing  agencies  and  the  particular  posi- 
tions were  sufficiently  well  established  to  endure  in  spite  of 

the  stringent  need  for  economy. 

One  final  question  remains:  are  salaries  generally  higher 

in  one  type  of  agency,  for  example  child  guidance  clinics,  than 
in  another,  let  us  say  state  hospitals  for  mental  disease?  The 

material  presented,  representing  totals  from  all  types  of  agen- 
cies, does  not  answer  this  question.  However,  two  such  classi- 

fications were  made  as  the  data  were  compiled,  one  in  1933, 

when  salary  figures  for  Groups  A  and  B  were  studied,  one  in 
1938,  with  the  recent  data  from  the  Joint  Vocational  Service. 

The  agencies  selected  for  study  were  child  guidance  clinics, 

mental  hospitals,  mental  hygiene  clinics,  family  welfare,  and 
child  welfare.  Differences  did  appear  in  range  and  in  median 

salaries,  but  they  were  comparatively  slight.  Salaries  for  state 
hospital  positions,  which  in  most  cases  included  maintenance, 

compared  favorably  with  the  others.  Median  salaries  for 

child  guidance  positions  and  mental  hygiene  clinics  were 

somewhat  in  the  lead.18 

18  The  medians  for  the  1937  salaries  from  the  Joint  Vocational  Service  were, 
in  round  numbers,  as  follows:  child  guidance  clinics,  $2,1005  mental  hygiene 
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OPPORTUNITIES  FOR  PLACEMENT 

The  classifications  of  types  of  agencies  represented  by  the 
members  of  the  American  Association  of  Psychiatric  Social 
Workers  and  the  graduating  classes  of  schools  of  social  work 

present  a  general  picture  of  opportunities  for  placement.  (See 
Tables  i  and  3,  pages  80  and  83.)  Mental  hospitals,  child 
guidance  and  mental  hygiene  clinics  (under  various  auspices 

including  courts  and  general  hospitals),  mental  hygiene  so- 

cieties, educational  institutions,  public  health  organizations — 
these  have  been  and  still  are  the  main  types  of  agencies  where 

psychiatric  social  work  is  a  part  of  a  mental  hygiene  program. 

However,  the  activities  of  psychiatric  social  wrorkers  have  by 
no  means  been  limited  to  such  positions.  The  whole  field  of 

social  work  has  offered  opportunities  and  claimed  an  increas- 

ing number — approximately  40  per  cent  of  the  membership 
in  1936  and  1937.  Members  of  the  American  Association  of 

Psychiatric  Social  Workers  have  been  active  in  all  the  special 

areas  of  social  work,  serving  as  case  workers  or  supervisors  in 

the  family  and  child  welfare  fields,  and  as  case  workers,  edu- 
cators, teachers,  executives,  or  administrators  in  a  variety  of 

organizations.  Table  3  shows  that  in  1936  well  over  half  the 

graduates  who  prepared  for  psychiatric  social  work  entered 
the  family  and  child  welfare  fields. 

A  rather  more  representative  picture  is  offered  by  figures 
obtained  from  the  Joint  Vocational  Service.  In  Table  15  are 

presented  the  data  for  the  years  from  1926,  when  the  service 
was  established,  to  1937. 

Before  discussing  this  table,  some  explanation  should  be 

made  as  to  the  basis  on  which  the  figures  were  compiled.  Re- 
quests from  employing  agencies  were  included  where  there 

clinics,  $2,100;  mental  hospitals,  $1,800;  family  welfare,  $i,8ooj  child  wel- 
fare, $  1,800 ;  medians  for  1933  showed  a  similar  situation.  In  view  of  the 

often-repeated  statements  that  salaries  in  mental  hospitals  are  distinctly  lower 
than  in  other  agencies,  these  results  are  significant,  and  indicate  that  further 
study  is  needed. 
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was  a  definite  stipulation  that  the  applicant  must  have  some 

training  in  social  psychiatry  and  mental  hygiene  or  some  ex- 

perience in  clinics,  though  not  necessarily  the  extent  of  train- 

ing and  experience  required  for  membership  in  the  American 

Association  of  Psychiatric  Social  Workers.  Such  being  the 

case,  the  material  is  open  to  either  or  both  of  two  interpreta- 

tions: first,  as  indicating  opportunities  for  psychiatric  social 

workers ;  and  second,  as  indicating  a  growing  demand  that  all 

case  workers  be  equipped  with  some  training  in  mental  hy- 

giene and  social  psychiatry  or  with  some  clinic  experience. 

Whatever  the  interpretation,  the  table  presents  some  interest- 

ing tendencies  over  the  period.  The  data  in  Table  3,  showing 

the  actual  placement  of  graduates  in  psychiatric  social  work, 

are  reinforced  by  this  material.  Since  1934,  approximately 

half  of  the  requests  for  workers  with  some  training  in  psy- 
chiatric social  work  have  come  from  the  family  and  child 

welfare  agencies.19  This  is  in  marked  contrast  to  the  small 

proportion  of  requests  prior  to  that  time.20 
The  growing  tendency  for  experienced  workers  or  gradu- 

ates trained  for  psychiatric  social  work  to  enter  the  general 

field  of  social  work  is  marked.  It  is  difficult  to  say  at  this  time 

whether  it  represents  a  permanent  or  a  temporary  situation 

in  placement.  Undoubtedly,  there  are  fewer  opportunities  in 

the  clinic  or  hospital  fields.  The  period  of  demonstration  and 

resultant  rapid  expansion  is  over,  and  there  no  longer  exists 

a  situation  where  positions  open  up  faster  than  applicants  can 

be  trained  to  fill  them.  It  is  unfortunate  that  an  attempted 

estimate  of  the  extent  of  this  change  from  rapid  expansion  to 

19  See  Table  15.  Actual  percentages  are:  1935,  54.95   1936,  54.5  5  1937,  59-3. 
20  In  the  years  1926  and  1927,  requests  from  the  family  welfare  field  were 

noticeably  more  numerous  than  during  the  years  from  1928  through  1933.  The 

same  is  true  for  child  welfare  in  1927.  While  figures  are  too  small  for  conclu- 
sions, one  wonders  whether  this  situation  does  not  represent  the  temporary  de- 
mand for  consultants  in  1 926-1927,  the  lessening  demand  in  the  five  years  that 

followed;  and,  in  1934,  the  evidence  of  the  now  recognized  tendency  on  the 
part  of  family  welfare  agencies  to  obtain,  as  regular  staff  members,  workers 
with  training  and  experience  in  treating  emotional  problems. 
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slower  development  had  to  be  made  during  a  severe  depres- 
sion. It  is  impossible  to  predict  what  might  have  happened 

had  no  depression  occurred;  yet  it  is  conceivable  that  even 
without  a  financial  crisis  this  period  of  expansion  would  have 

given  way  to  a  situation  where  jobs  were  fewer  and  where 

graduates  of  schools  looking  forward  to  clinic  positions  could 
not  be  so  easily  placed.  As  it  is,  without  doubt  many  qualified 

workers  who  might  prefer  work  in  hospitals  or  clinics  are  tak- 
ing as  second  choice  positions  in  other  types  of  social  work. 

On  the  other  hand,  there  is  indication  that  this  explanation, 

apparently  so  often  accepted,  does  not  tell  the  whole  story. 

A  brief  presentation  here  of  the  general  situation  in  three 

major  placement  fields  may  be  of  some  value.  Those  fields 
are,  first,  mental  hospitals,  second,  mental  hygiene  and  child 

guidance  clinics,  with  special  reference  to  a  third,  the  psy- 
chiatric clinics  in  general  hospitals.  Definite  data  as  to  de- 

mand, available  personnel,  and  turnover  are  lacking  here, 
except  for  the  material  presented  above.  None  the  less  that 

material  is  somewhat  reinforced  by  these  general  figures. 

There  are  in  the  United  States  523  mental  hospitals,  with 

a  combined  population  of  approximately  450,000  patients.21 
In  the  state  hospitals  alone,  with  a  population  of  about  400,- 
000  patients,  there  are  213  workers.  Many  states,  23  in  fact, 

have  no  social  service  in  the  hospital  programs.  Actual  ratios 

of  patients  per  worker  run  from  775  to  over  i,6oo.22  In  the 

hospitals  under  the  Veterans'  Administration,  there  are  23 

psychiatric  social  workers.23 
Such  figures  give  the  general  social  work  status  and  indica- 

21  U.  S.  Bureau  of  the  Census,  Patients  in  Hospitals  for  Mental  Disease,  1936, 
Washington,  Government  Printing  Office,  1938.  The  figures  are:  federal  hos- 

pitals, 2}  state  hospitals,  174;  veterans'  hospitals,  25  j  county  and  city  hospitals, 
735  psychiatric  hospitals,  7;  private  hospitals,  242. 

22  Figures  made  available  by  courtesy  of  the  National  Committee  for  Men- tal Hygiene. 

23  This  figure  refers  to  workers  in  mental  hospitals  only.  In  all  hospitals  and 
regional  offices  together,  there  were  95  workers  in  1938,  a  slight  increase  over 
the  88  in  1933. 
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tions  of  need  in  one  of  the  major  fields  for  psychiatric  social 

work.  If  there  are  fewer  workers  equipped  for  mental  hospi- 
tal services  entering  this  field,  is  it  because  of  lack  of  oppor- 

tunities, actual  or  potential?  Or  are  other  factors  at  work  in 

selection?  Various  reasons  are  offered  as  to  why,  even  though 
positions  are  open,  workers  do  not  regard  the  mental  hospital 

field  as  a  promising  one.  Many  of  these  positions  are  in  sec- 
tions where  the  worker  feels  isolated ;  most  of  them  require 

living  in  the  institution,  with  maintenance  as  part  of  the  sal- 
ary, when  many  workers  prefer  greater  freedom  in  living 

arrangements.  Also,  it  is  undoubtedly  true  that  during  the 

years  1 925-1 930  when  clinic  positions  were  numerous,  offer- 
ing the  challenge  of  a  new  field  with  salaries  at  that  time 

comparatively  higher,  state  hospital  work  ceased  to  be  re- 
garded, both  by  the  workers  and  the  schools  that  trained 

them,  as  offering  attractive  opportunities.  Whatever  the 
causes,  the  result  is  unfortunate  from  the  point  of  view  of  a 
field  that  offered  one  of  the  first  opportunities  for  psychiatric 

social  workers,  and  still  represents  a  major  field  for  place- 
ment. The  development  of  the  traveling  clinics  in  connection 

with  state  hospitals  provides  opportunity  for  work  with 
younger  persons  or  with  less  advanced  disorders,  as  well  as 

for  community  work.  Perhaps  there  should  be  a  concerted 
effort  on  the  part  of  schools  of  social  work  to  encourage  again 

young  workers  to  consider  the  state  hospital  field. 
Constant  study  of  experience  requirements  laid  down  by 

employing  hospitals  should  be  included  in  any  plan  to  inter- 
est young  workers.  It  may  well  be  that  inexperienced  gradu- 

ates are  being  excluded  from  such  positions  because  certain 
hospitals  are  establishing  definite  experience  requirements  for 

all  staff  members.  The  difficulty  in  placement  of  the  inexperi- 
enced worker  is  common  to  all  professions  and  is  growing 

more  serious.  Obviously,  no  profession  should  allow  experi- 
ence requirements  to  become  so  rigid  that  the  newcomer  in 
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the  field  has  undue  difficulty  obtaining  the  experience  en- 
abling her  to  enter  it.  The  agency  with  a  large  staff  under 

experienced  supervision  is  usually  the  avenue  by  which  the 

graduate  fresh  from  training  may  be  absorbed.  Such  oppor- 
tunities should  be  kept  open  in  hospital  work.  Certain  indi- 

cations that  they  are  not  should  be  closely  followed  by  pro- 

fessional organizations  and  schools.24 
In  1 93 1  there  were  593  child  guidance,  mental  hygiene, 

and  psychiatric  clinics  in  the  United  States.  Since  that  time 

many  have  suffered  budget  cuts,  resulting  in  a  smaller  num- 
ber of  workers,  and  several  have  been  discontinued  entirely. 

None  the  less,  the  1936  Directory  of  Psychiatric  Clinics  lists 

642  clinics.20  This  increase  in  number  is  significant  in  view  of 
the  need  for  rigid  economy  in  many  localities.  It  indicates 

that  clinic  work  will  continue  to  represent  a  stable  field  for 

placement. 

Again,  the  increase  in  requests  to  the  Joint  Vocational 

Service  for  workers  for  child  guidance  and  mental  hygiene 

clinic  work  is  significant.  There  were  41  such  requests  in 
1937,  in  contrast  to  six  in  1934.  There  are,  in  the  United 

States,  in  round  numbers  300  clinics  connected  with  general 

hospitals  under  the  title  of  neuropsychiatric,  psychiatric, 

neurological,  mental  hygiene,  or  child  guidance.26  Approxi- 
mately two-thirds  are  entirely  under  the  auspices  of  the  hos- 

pitals ;  the  others  are  housed  in  the  hospital  but  under  other 

auspices,  in  most  cases  a  state  hospital,  state  department  of 

mental  hygiene,  or  private  local  agency.  In  connection  with 
the  discussion  of  clinics  as  a  field  for  service,  special  mention 

should  be  made  of  this  group  under  the  auspices  of  general 

24  See  A  Letter  to  the  Editor,  by  Rose  A.  Max,  News-Letter  of  the  American 
Association  of  Psychiatric  Social  Workers^  Winter  1937. 

20  Directory  of  Psychiatric  Clinics  in  the  United,  States ,  1936,  New  York, 
National  Committee  for  Mental  Hygiene. 

2G  Sources  of  information — Directory  of  Psychiatric  Clinics  in  the  United, 

States •,  1936,  and  list  from  the  American  Hospital  Association,  Chicago. 



1 1 2  Psychiatric  Social  Work 

hospitals.  Table  I  (page  80)  shows  a  markedly  declining 
number  of  workers  engaged  in  service  in  general  hospitals. 
Yet  the  number  of  clinics  indicates  that  there  should  be  no 

diminution  of  opportunities  in  this  area.  The  evident  tend- 

ency within  general  hospital  organization  to  combine  the  so- 
cial service  for  the  general  medical  clinics  with  that  for  the 

mental  hygiene  and  psychiatric  clinics  points  to  the  need  for 
workers  trained  in  both  medical  and  psychiatric  social  work. 
One  wonders  why  this  field,  which  held  a  significant  place  in 

the  interest  of  members  of  the  American  Association  of  Psy- 
chiatric Social  Workers  until  1928  or  thereabouts,  has  not 

continued  to  be  regarded  as  a  promising  one  for  service  both 

by  workers  seeking  placement  and  by  schools  of  social  work.27 
Again,  is  there  not  a  need  for  encouraging  young  workers  to 
enter  this  field? 

In  the  other  areas  of  endeavor — mental  hygiene  societies, 

educational  institutions,  public  health  nursing  agencies — the 
situation  is  less  clear.  Psychiatric  social  work  or  visiting 

teacher  work  in  the  schools,  judging  by  Tables  1,  3,  and  15, 
seems  to  have  suffered  least.  There  has  been  little  expansion 
since  1933,  it  is  true.  Yet  Table  1  reveals  an  increase  since 

1933,  and  the  Joint  Vocational  Service  figures  show  a  corre- 
sponding encouraging  increase  in  demand  for  workers.  Men- 

tal hygiene  societies  are  more  numerous  now  than  in  1933, 

yet  inadequate  financing  has  meant  that  many  are  not  carry- 
ing on  active  programs  with  a  full-time  staff.  Public  health 

nursing  organizations  still  offer  opportunities  but  in  decreas- 

ing proportions.  Some  few  opportunities  will  probably  con- 

tinue in  children's  institutions,  in  institutions  for  delinquents 
or  feebleminded,  and  in  private  psychiatric  social  work. 

27  The  National  Catholic  School  of  Social  Service  has  for  years  offered  com- 
bined training  in  both  medical  and  psychiatric  social  work.  Developments  in 

this  direction  have  also  been  evident  at  the  School  of  Social  Service  Adminis- 

tration of  the  University  of  Chicago.  It  is  an  emphasis  that  should  be  strength- 
ened, in  view  of  the  above. 
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There  can  be  no  doubt  that  the  pioneer  period  in  the  his- 
tory of  psychiatric  social  work  is  over.  The  period  of  rapid 

expansion  is  leveling  off.  A  period  less  spectacular  is  at  hand. 
It  concerns  the  steady  utilization  of  the  gains  made  in  the 

understanding  and  treatment  of  mental  disorders,  in  devel- 

oping an  effective  program  that  combines  medical,  psychiat- 
ric, and  social  work  knowledge  in  treatment  and  prevention. 

It  may  be  that  with  the  passing  of  the  pioneering  era  has  gone 

also  much  of  the  emotional  satisfaction,  the  stimulus — if  not 

the  prestige — that  derives  from  participating  in  a  new  unor- 
ganized and  challenging  field,  and  in  interpreting  it  to  others. 

Is  it  possible  that  trained  and  experienced  workers  are  at  the 

present  time  entering  various  social  work  activities — not  en- 
tirely because  of  a  dearth  of  opportunity  in  the  hospitals  and 

clinics,  but  because  social  work  in  family  and  child  welfare 

and  other  special  agencies  offers  a  more  satisfying  challenge 
to  effort? 

One  can  do  no  more  than  raise  the  question  at  this  point. 

Further  study  might  provide  the  answer.  Yet  it  is  a  question 

that  might  well  be  kept  in  mind  by  the  membership  organiza- 

tion and  others  who  are  watching  the  trend  of  placement  op- 
portunities in  the  field  of  social  work  practiced  in  connection 

with  psychiatry. 

CONCLUSIONS 

The  material  of  Chapter  Three  gives  a  graphic  picture  of 

the  development  of  psychiatric  social  work.  The  changing 

proportions  of  workers  in  each  field  over  a  period  of  years 

(see  Tables  i,  2,  3,  and  4)  illustrate  the  development  of 

the  field.  The  figures  show  the  post-war  development  in  the 
government  and  civilian  hospitals,  the  rise  of  the  child  guid- 

ance clinics,  the  growing  demand  for  workers  with  special 

training  to  serve  as  mental  hygiene  educators  in  schools,  pub- 
lic health  organizations,  and  mental  hygiene  societies,  the 
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temporary  appearance  of  a  specialized  function  in  social  case 

work  agencies,  and  lastly  the  tendency  within  social  agencies 

to  select  for  regular  staff  positions  workers  who  had  special 

training  for  dealing  with  emotional  problems. 

Rapid  turnover  has  been  characteristic  of  the  field  from 

the  beginning,  and  is  likely  to  continue,  as  is  the  absorption 

of  psychiatric  social  workers  into  the  general  field  of  social 

work.  The  situation  reveals  the  utter  impossibility  of  the  at- 

tempt— so  persistent  in  the  history  of  the  American  Associa- 

tion of  Psychiatric  Social  Workers — to  define  psychiatric  so- 
cial work  in  terms  of  the  activities  of  the  workers  at  any  given 

time. 

The  general  picture  of  the  scope  of  psychiatric  social  work 

assumes  clarity,  once  the  basis  for  definition  is  shifted  from 

activities  of  workers  to  the  basic  criterion — affiliation  with 

psychiatric  service.  The  long  list  of  types  of  agencies  and  the 

picture  of  rapid  turnover  then  cease  to  be  regarded  as  exten- 
sion of  psychiatric  social  work  into  many  fields.  Instead,  we 

see  a  situation  where  workers,  meeting  a  gradual  lessening  of 

opportunity  in  the  field  for  which  they  are  equipped,  find 

that  equipment  highly  acceptable  within  the  whole  field  of 
social  work. 

Professional  education  is  closely  related  to  this  whole  pic- 
ture. Today  there  are,  functioning  in  the  clinics  and  hospitals, 

social  workers  who  do  not  meet  professional  requirements  as 

drawn  up  by  the  membership  organization,  while  workers 

well  qualified  for  such  positions  are  increasingly  being  drawn 

into  many  social  work  activities.  Again  this  situation  need  not 
confuse  definitions  of  either  the  work  or  the  workers.  It 

merely  points  to  the  need  for  continued  efforts  to  establish 

generally  accepted  standards  for  professional  equipment. 

Until  such  time,  the  title  of  psychiatric  social  worker  will  be 

used  by  those  who  do  not  meet  requirements  but  who  never- 

theless are  rendering  service  in  agencies  specifically  estab- 
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lished  to  treat  or  prevent  mental  disease.  The  problem  in- 

volved is  one  present  in  any  new  profession,  that  of  the  un- 
trained workers  within  the  field. 

While  affiliation  with  social  case  work  agencies  and  differ- 

ences in  equipment  need  not  confuse  definition,  they  are  mat- 
ters of  vital  concern  to  the  American  Association  of  Psychiatric 

Social  Workers.  In  1935  only  46  per  cent  of  the  membership 

were  working  in  agencies  that  combined  psychiatric  and  so- 
cial service.  In  1936  the  percentage  was  49,  and  in  1937  it 

was  54.  Whether  this  trend  will  continue  is  a  question.28 
One  conclusion,  however,  seems  obvious.  The  attempt  on  the 

part  of  the  Association  to  embody  within  the  scope  of  psy- 
chiatric social  work  all  of  the  interests  of  its  members  is 

resulting  in  a  multiplying  of  interests  and  of  relationships 

with  other  professional  social  work  organizations,  and  a  scat- 
tering of  energy  so  that  central  aims  have  been  confused.  The 

presence  within  the  membership  of  a  large  proportion  of 

workers  whose  chief  interest  is  improving  skill  in  meeting 

emotional  problems  through  social  case  work  is  undoubtedly 

a  source  of  strength.  These  members  inevitably  keep  the  Asso- 
ciation in  close  touch  with  other  professional  social  work 

groups.  Yet  concern  with  their  contribution  should  not  de- 
tract from  the  original  purposes  of  the  organization.  The  task 

of  fostering  progress  in  social  work  practiced  in  connection 

with  advancing  psychiatric  treatment,  of  utilizing  that  prog- 
ress in  training  programs,  of  encouraging  young  workers  to 

enter  the  field,  is  as  real  as  ever.  The  program  of  the  Associa- 
tion is  closely  related  to  the  answers,  ten  years  from  now,  to 

questions  as  to  number  of  workers,  activities  carried  on, 

standards  of  professional  education,  and  opportunities  for 

placement  in  the  field  of  psychiatric  social  work. 

28  In  1940  the  percentage  was  again  approximately  50. 



CHAPTER    FOUR 

Psychiatric  Social  Work  in  Hospitals  and  Clinics 

IN  a  discussion  of  function  of  psychiatric  social  work,  a  diffi- 
culty appears  which  was  not  present  in  the  organization  of 

preceding  material.  Chapters  Two  and  Three  have  dealt 

largely  with  factual  material — history,  factors  in  develop- 
ment, present  problems,  expanding  areas  of  activities  repre- 
sented by  workers,  and  growing  confusion  due  to  a  dual  basis 

for  definition  of  the  field.  However,  in  a  study  of  function  of 

psychiatric  social  work  some  basic  definition  of  field  must  pre- 
cede the  selection  of  activities  to  be  studied  and  of  agencies  in 

which  activities  are  carried  on.  Accordingly,  even  at  the  risk 
of  tediousness,  it  seems  necessary  to  present  in  an  introductory 
statement  the  basis  on  which  such  decision  was  made. 

Two  possibilities  were  open.  First,  activities  of  the  mem- 
bers of  the  American  Association  of  Psychiatric  Social  Work- 

ers could  be  utilized  as  the  basis  for  the  study.  As  we  have 

seen,  such  was  the  policy  heretofore  adopted  by  the  Associa- 
tion itself.  This  plan  was  discarded  as  not  feasible.  Turnover 

figures1  revealed  the  utter  impossibility  of  developing  a  clear- 
cut  or  unified  picture  of  the  field  of  psychiatric  social  work  in 

terms  of  the  activities  of  the  workers  at  any  given  time.  More- 

over, such  an  attempt  would  require  a  survey  of  some  four- 
teen different  types  of  organizations,  involving  relationships 

with  other  fields  of  work.  Within  the  scope  of  study,  such  a 

task  was  impossible,  even  if  the  basis  itself  was  considered 
sound. 

The  second  choice,  the  one  accepted,  meant  a  limitation, 

arbitrary  perhaps,  of  the  types  of  activities  to  be  studied.  This, 
however,  was  consistent  with  the  nature  of  the  origin  and 

development  of  psychiatric  social  work,  in  areas  where  psy- 

1  See  pages  85-96. 
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chiatry  and  social  work  join  forces  in  the  treatment  of  emo- 
tional ills. 

Activities  represented  by  the  members  of  the  American  As- 
sociation of  Psychiatric  Social  Workers  were  classified  under 

three  main  headings:  ( I )  social  work  practiced  within  organi- 
zations— hospitals  and  clinics — concerned  with  treatment  and 

prevention  of  mental  disease,  (2)  mental  hygiene  education 

in  agencies  where  the  worker  filled  a  specialized  role,  and 
(3)  activities  within  the  field  of  social  work.  The  first  two 

were  selected  as  representing  the  areas  where  study  of  func- 
tion must  take  place.  The  omission  of  the  third  group  from 

the  discussion  means  that  pressing  questions  and  controversial 

issues  are  left  unanswered.  However,  the  relationship  of  psy- 
chiatric social  work  to  social  work  as  a  whole  is  a  subject  in 

itself  that  cannot  be  adequately  covered  in  brief  compass. 

Preceding  chapters  have  indicated  the  growing  interest  in 

emotional  problems  within  family  and  child  welfare  organi- 

zations and  the  working  out  of  more  effective  means  of  treat- 
ment, as  well  as  the  increasing  demand  for  staff  members 

with  training  and  experience  in  social  psychiatry  and  mental 

hygiene.  A  controversy  has  long  existed  as  to  whether  this 

development  should  be  considered  an  extension  of  psychiatric 

social  work  into  social  work,  or  a  growth  within  social  work 

itself  resulting  directly  from  the  increasing  permeation  of 

psychiatric  knowledge.  For  the  purposes  of  this  study  the 

latter  concept  has  been  accepted,  rightly  or  wrongly,  and  fur- 
ther discussion  of  the  subject  here  has  been  considered  to  be 

not  within  the  scope  of  the  study.  This  decision  was  made 
with  full  awareness  of  the  claim  sometimes  made  that  social 

case  work  so  practiced  is  psychiatric  social  work,  and  of  the 

repeated  statements  that  social  workers  in  agencies  are  doing 

with  clients  the  same  kind  of  work  as  is  being  done  by  psy- 
chiatric social  workers  in  clinics. 

However,  such  a  concept  could  not  provide  a  distinctive 
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basis  of  psychiatric  social  work.  Specialties  in  social  work 

generally  have  developed  from  a  specific  need,  through  the 

medium  of  organizations  established  to  meet  that  need.  In 

most  of  the  specialized  areas  within  the  practice  of  social 

work,  there  is  little  difficulty  in  selecting  the  organizations 

that  offer  opportunities  for  the  study  of  function.  However, 

unlike  child  welfare,  family  welfare,  hospital  social  work, 

and  probation,  psychiatric  social  work  has  not  in  recent  years 

been  defined  specifically  in  terms  of  established  agencies.2 
Lacking  a  basis  of  agency  organization,  it  was  then  necessary, 

in  deciding  upon  the  areas  for  study,  to  find  distinctive  ele- 
ments in  the  concept  of  psychiatric  social  work. 

In  her  presidential  address  to  the  members  of  the  Ameri- 
can Association  of  Psychiatric  Social  Workers,  Miss  Christine 

Robb  offered  one  such  essential  element.8  The  purpose  of  the 
organization,  the  problems  with  which  it  claims  to  deal,  the 

nature  of  the  situations  referred  to  it  by  the  client  form  the 

basic  differentiation.  The  "point  of  entry"  into  a  case  situa- 
tion becomes  the  significant  factor.  In  the  psychiatric  agency 

this  "point  of  entry"  is  an  emotional  disturbance  presented  by 
an  individual  seeking  treatment.  Emotional  maladjustment 

becomes  then  the  starting  point  for  the  mobilization  of  the  re- 
sources of  the  agency  in  the  work  with  the  client. 

Karl  De  Schweinitz  presented  much  the  same  point  of  view 

2  Definitions  that  have  appeared  in  the  articles  on  psychiatric  social  work  in 
the  Social  Work  Year  Books  reveal  the  differing  statements  of  the  basis  for  the 

definition  of  this  field.  The  statement  in  1935  was:  "No  agencies  exist  for 
carrying  on  psychiatric  social  work;  it  operates  within  the  administrative  or- 

ganization of  a  large  number  of  fields — generally  in  agencies  where  social 

work  is  an  integral  part  of  a  mental  health  program."  In  1937  the  definition 
was:  "Psychiatric  social  work  .  .  .  is  a  branch  of  case  work  that  is  most 
typically  practiced  under  the  auspices  of  institutions — hospitals  for  mental 
disease  and  schools  for  the  feeble-minded — and  within  mental  hygiene  and 

child  guidance  clinics."  And  in  1939:  "Psychiatric  social  work  is  that  branch 
of  social  case  work  which  developed  in  conjunction  with  the  practice  of  psy- 

chiatry." 
3  Changing  Goals  of  Psychiatric  Social  Work,  News-Letter  of  the  American 

Association  of  Psychiatric  Social  Workers,  July  1931. 
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in  a  discussion  of  psychiatric  social  work  from  the  viewpoint 

of  the  family  agency.4  In  discussion  of  a  case  showing  prog- 
ress in  the  treatment  of  a  girl  referred  to  a  child  guidance 

clinic,  he  states,  "What  is  sure  to  impress  the  family  social 
worker  ...  is  the  direct  immediate  drive  toward  a  definitely 

outlined  and  specific  personal  problem.  .  .  .  The  initial  ap- 
proach of  psychiatrist  and  psychiatric  social  worker  was  to  the 

problem  of  the  girl;  that  of  the  family  society  would  be  per- 
force to  the  .  .  .  problem  of  the  family.  .  .  .  The  variety 

of  approach  can  be  most  clearly  appreciated  by  a  comparison 

of  the  attitude  with  which  clients  seek  different  services."  In 
the  clinic,  as  Mr.  De  Schweinitz  describes  it,  the  approach  is 

through  a  "my"  problem,  implying  a  direct  contact  with  a 
personality  in  regard  to  a  recognized  personal  maladjustment, 

for  which  he  desires  help.  "With  family  social  work  .  .  .  the 

usual  approach  is  through  'it,'  a  problem  apparently  wholly 
objective  and  entirely  outside  the  personality  of  the  client,  a 
problem  of  ill  health,  of  unemployment,  of  economic  distress. 

There  is  in  the  client  almost  no  realization  that  'it'  may  be  a 
manifestation  of  a  'my'  problem.  The  situation  is  that  of  ca- 

tastrophe, an  occurrence  from  without."  Family  case  work  may 
and  often  does  progress  to  a  recognition  of  personal  malad- 

justment of  the  individual  and  to  treatment  of  it.  The  de- 

velopment of  direct  treatment  of  such  individuals  as  do  pro- 
gress to  such  recognition  of  their  emotional  difficulties,  and  to 

a  desire  to  accept  help,  has  been  one  of  the  marked  tendencies 

in  family  welfare  work  during  the  last  few  years.5  None  the 
less,  there  seems  to  be  a  definite  point  of  distinction  here  be- 

tween family  case  work  and  psychiatric  social  case  work,  in- 
herent in  the  type  of  problem,  the  point  at  which  the  worker 

4  See  discussion  of  paper,  The  Evolution  of  Psychiatric  Social  Work,  pre- 
sented by  Katharine  Moore,  Proceedings  of  the  National  Conference  of  Social 

Work,  1930,  Chicago,  University  of  Chicago  Press,  p.  387. 

5  For  fuller  discussion,  see  Chapter  Six.  See  also  Beatrice  H.  Wajdyk,  An  In- 
tensive Treatment  Approach,  in  Differential  Approach  in  Case  Work  Treat- 

ment, New  York,  Family  Welfare  Association  of  America,  1936,  p.  31. 
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enters  the  situation,  and  the  focussing  of  both  resources  of 

the  agency  and  the  procedures  of  the  worker. 

The  other  point  of  distinction,  obviously,  is  the  team  work 

of  psychiatrist  and  social  worker  in  the  clinic  situation — the 

social  work  constantly  in  touch  with  and  adapted  to  the  prog- 
ress of  psychiatric  treatment. 

These  two  considerations  represent  the  reasons  why,  in  the 

discussion  of  the  function  of  the  psychiatric  social  worker, 

the  areas  of  study  were  limited  to  those  agencies  that  com- 
bined psychiatric  and  social  services. 

One  final  word  should  be  added  to  this  introduction — a 

controversial  issue,  which,  arising  so  often  in  connection  with 

discussion  of  the  basic  elements  in  psychiatric  social  work,  de- 

serves at  least  a  passing  mention.  Inevitably  some  one,  read- 

ing the  following  pages,  will  raise  this  question:  "What  is  a 

psychiatric  agency?"  The  obvious  answer,  that  a  psychiatric 
agency  is  one  established  for  the  purpose  of  providing  psy- 

chiatric treatment  for  mental  and  nervous  disorders,  is  being 

questioned  in  certain  quarters.  The  permeation  of  knowledge 

of  psychiatry  and  mental  hygiene  has  confused  the  definition 

of  a  psychiatric  agency  in  exactly  the  same  way  as  it  has  con- 
fused the  definition  of  psychiatric  social  work.  Here  are  some 

of  the  questions  that  are  heard  frequently  in  discussions  of  this 

subject.  Should  not  any  agency  giving  attention  to  emotional 

maladjustment  be  included  in  the  category  of  psychiatric 

agencies?  Is  not  a  family  or  child  welfare  agency  with  a  con- 
sultant psychiatrist  as  a  member  of  the  staff  to  be  considered 

as  a  psychiatric  agency?  How  can  a  mental  hygiene  clinic,  so 

called,  with  a  part-time  psychiatrist  giving  only  a  few  hours' 
service  a  week,  be  considered  a  psychiatric  agency,  when  per- 

haps in  the  same  locality  a  family  welfare  agency  staffed  with 

well-trained  workers  and  a  consultant  psychiatrist  is  not  so 

classified?  Such  questions  merely  reflect,  as  do  the  definitions 

of  psychiatric  social  work,  the  confusion  between  the  practice 
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of  psychiatry  and  the  general  permeation  of  psychiatric  and 
mental  hygiene  knowledge  which  has  brought  about  in  many 
organizations  a  new  understanding  of  emotional  problems 
and  new  ways  of  dealing  with  them. 

Such  discussions  lead  nowhere.  The  occurrence  of  emo- 

tional maladjustments  and  the  emergence  of  new  skills  in 

handling  them  will  never  provide  a  basis  for  a  definition  of 

psychiatric  agencies.  Emotional  problems  are  inherent  in  social 

maladjustment.  Every  agency  meets  them,  and  every  worker, 
regardless  of  her  agency  affiliation,  tries  to  help  the  client  to 
solve  them  effectively  or  not  so  effectively  depending  on  her 

own  total  preparation  for  the  work.  There  may  be  agencies — 
family  welfare,  child  welfare,  employment  services,  and  the 

like — better  equipped  to  handle  emotional  problems  than  are 
some  clinics.  Standards  vary  widely  among  clinics  as  to  re- 

sources, staffing,  training,  and  equipment,  just  as  standards  of 
service  and  equipment  among  any  group  of  agencies  vary 
widely.  Adequacy  of  service  does  not  offer  a  sound  basis  for 
definition. 

We  return,  then,  to  the  two  criteria  suggested.  Purpose  of 

agency  and  type  of  problem  referred  become  our  determining 
factors.  A  psychiatric  agency,  therefore,  is  one  established  for 
the  purpose  of  treating  nervous  and  mental  disorders,  mild  or 

advanced,  and  equipped  with  the  services  of  a  psychiatrist 

who  is  actively  engaged  in  treatment.  In  social  service  con- 
nected with  such  agencies  we  must  continue  to  find  the  nucleus 

of  psychiatric  social  work. 

In  the  first  group  of  agencies  selected  for  the  study  of 
function  of  psychiatric  social  work  are  hospitals  for  mental 

disease  and  psychiatric,  mental  hygiene,  and  child  guidance 

clinics;  the  remainder  of  this  chapter  will  be  devoted  to  the 

discussion  of  the  role  of  the  psychiatric  social  worker  in  such 

organizations.  In  the  second  group  are  the  agencies  employ- 

ing workers  to  be  concerned  primarily  with  mental  hygiene 
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education,  and  they  will  be  discussed  in  Chapter  Five.  In  the 

first  group  the  role  of  the  psychiatric  social  worker  is  clear, 
but  in  the  second  it  is  not  so  obvious  because  she  has  shared 

in  a  movement  that  has  caught  the  interest  and  enlisted  the 

services  of  many  groups. 

We  have  seen  how  the  services  of  psychiatric  social  work- 

ers have  been  sought  by  many  agencies  interested  in  develop- 
ing a  program  of  mental  hygiene  education.  Whether  such 

services  will  continue  to  be  in  demand  it  is  impossible  to  say. 

Nevertheless,  psychiatric  social  workers  have  had  a  distinct 

role  in  mental  hygiene  education,  particularly  in  connection 

with  mental  hygiene  societies,  public  health  nursing  organiza- 
tions, and  educational  institutions,  and  for  a  brief  period  in 

family  welfare  agencies.6  Regardless  of  this  uncertain  future, 
this  definite  role  played  in  the  past,  and  still  continuing,  war- 

rants the  inclusion  here  of  this  group. 

HOSPITALS  FOR  MENTAL  DISEASE 

Psychiatric  social  work  in  mental  hospitals  must  be  con- 

sidered against  a  background  of  some  thirty  years  of  develop- 

ment. We  have  seen  its  beginning  in  "after  care"  in  hospitals 
for  mental  disease,  in  the  growing  demand  for  social  service  as 

an  integral  part  of  a  hospital  program  (a  demand  greatly  ac- 
celerated by  the  World  War),  and  in  the  expansion  of  social 

service  activities.  One  immediate  difficulty  in  describing  func- 
tion in  mental  hospitals  today  lies  in  the  unevenness  of  that 

development.  In  state  hospital  programs  alone,  there  exists  a 

wide  contrast.  There  are  the  programs  still  centered  nar- 
rowly around  the  patients  who  are  committed,  some  with 

no  provision  for  social  service,  with  limited  contact  with  the 

community,  and  meager  provision  for  preventive  or  educa- 
tional work.  At  the  other  extreme,  there  are  state  hospitals, 

6  For  discussion,  see  Chapter  One,  pages  20-27,  and  Chapter  Two,  pages 
63-73. 
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likewise  concerned  with  treatment  of  patients  but  moving  for- 
ward at  the  same  time  with  a  growing  community  program 

that  includes  supervision  after  the  patient  leaves  the  hospital, 

establishment  of  preventive  work  through  state-wide  clin- 
ics, and  increasing  cooperative  relationships  with  community 

agencies  concerned  with  mental  hygiene  education.  Social 
service  concerned  only  with  the  patients  within  the  hospital 

is  sometimes  described  in  terms  of  "history  taking"  and  "su- 

pervision following  parole."  Social  work  connected  with  a 
growing  state-wide  program  can  no  longer  be  so  described. 

The  trend  of  state  hospital  work,  slow  as  it  may  seem  to 

many  who  have  a  clear  vision  as  to  what  a  hospital  program 

might  mean  in  terms  of  education  and  prevention,  is  definitely 

in  the  direction  of  an  increasing  share  in  a  community  pro- 
gram for  the  prevention  of  mental  disease.  Illinois,  Massa- 

chusetts, New  Jersey,  New  York,  and  Pennsylvania  are  lead- 
ing in  such  progress.  Colorado,  Iowa,  and  Michigan  should 

be  mentioned  as  states  maintaining  such  a  program  in  con- 
nection with  state  psychopathic  hospitals.  Others,  among  them 

California  and  Washington,  are  making  definite  progress 

along  these  lines.6a  In  two  states,  within  the  established  state 
department  of  mental  hygiene  or  the  department  of  public 

welfare,  a  psychiatric  social  worker  has  been  appointed  to 

assist  in  the  organization  of  social  service  in  the  state  hos- 

pitals and  clinics,  to  aid  in  formulating  policies  and  in  es- 
tablishing standards  of  work  and  of  training  of  personnel.) 

Such  a  department  also  exists  within  the  Veterans'  Adminis- 
tration of  the  United  States  Government. 

Here,  then,  is  a  picture  of  extremes.  On  the  one  hand,  we 

find  social  service  an  accepted  part  of  a  community  program 

6a  Other  states  that  are  listed  under  the  Division  of  Mental  Hygiene  of  the 
United  States  Public  Health  Service  as  carrying  on  clinic  service  are  Connecti- 

cut, Delaware,  Indiana,  Kansas,  Louisiana,  Maine,  Maryland,  Minnesota,  Mis- 
souri, Nebraska,  New  Hampshire,  Ohio,  Oklahoma,  Rhode  Island,  South  Caro- 

lina, Utah,  Vermont,  and  West  Virginia. 
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— so  firmly  a  part  of  it  that  provision  for  its  supervision  and 
expansion  is  made  within  a  state  department.  On  the  other, 

we  find  no  provision  for  social  service,  or  the  work  narrowly 

conceived  of,  in  terms  not  very  different  from  the  "after  care" 
of  1 900-1 9 10.  Function  must  be  viewed  against  this  back- 
ground. 

Four  types  of  hospitals  were  included  in  the  group  which 
contributed  to  this  survey:  state  hospitals  for  mental  disease, 

psychopathic  hospitals  under  state  auspices,  hospitals  for  men- 
tal disease  under  the  direction  of  the  Veterans'  Administra- 

tion, and  private  hospitals.7  As  social  service  in  connection 
with  private  hospitals  occurs  only  rarely — only  two  such  hos- 

pitals contributed  to  the  study — the  first  three  form  the  main 
basis  for  the  discussion.  A  total  of  forty  descriptions  of  actual 

work  done  were  received  from  as  many  social  workers.  While 
considerable  variety  in  activities  was  indicated,  in  general  they 

centered  around  three  main  groupings:  work  with  the  indi- 
vidual hospitalized  patient  and  his  family  from  the  time  he 

enters  the  hospital  until  the  period  of  parole  is  over  ;  activities 

involving  cooperative  relationships  with  community  agencies ; 
and  participation  in  a  community  educational  program. 

Before  taking  up  the  discussion  of  these  activities,  it  would 
be  well  to  consider  certain  conditions  inherent  in  hospital 

work.  In  the  first  place,  except  in  private  hospitals,  intake  can 

be  limited  only  by  the  physical  limits  of  the  plant  itself.  Over- 
crowded conditions  are  common  in  state  hospitals,  and  heavy 

case  loads  for  both  psychiatric  and  social  service  staff  are  an 

inevitable  result.8  Also,  the  work  in  mental  hospitals  is  in- 
evitably bound  up  with  legal  procedure  and  requirements. 

7  Included  in  the  list  were  two  private  hospitals,  three  psychopathic  hospitals, 

seventeen  state  hospitals,  and  eighteen  hospitals  under  the  Veterans'  Administra- 
tion. The  states  represented  were  Alabama,  California,  Colorado,  Connecticut, 

Indiana,  Illinois,  Iowa,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts, 
Michigan,  Minnesota,  New  Hampshire,  New  Jersey,  New  York,  Pennsylvania, 
South  Carolina,  Tennessee,  Texas. 

8  The  average  case  loads  reported  by  these  forty  workers  ranged  from  35  to 
T5°j  75  t0  80  was  usual. 
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While  state  laws  governing  mental  disease  vary  in  detail, 

there  is  in  every  state  a  definite  procedure  governing  commit- 
ment, and  usually  a  definite  period  of  parole  established  by 

law.  The  worker  needs  to  be  thoroughly  familiar  with  legal 
procedures,  as  a  part  of  her  work  inevitably  must  involve  not 

only  explanation  to  patient  and  family,  but  meeting  the  emo- 
tionally colored  attitudes  that  accompany  commitment  and 

parole. 

In  the  hospitals  under  the  direction  of  the  Veterans'  Ad- 
ministration, there  are  other  conditions  that  affect  the  work. 

One  is  the  relationship  of  the  disability  of  the  veteran  to  the 

whole  question  of  claims  and  compensation.  Social  service  is 

inevitably  concerned  with  the  preparation  of  data  for  applica- 
tion for  compensation  j  the  worker  must  function  within  the 

legal  requirements  and  must  meet  attitudes  inevitably  colored 

by  interest  in  obtaining  compensation.  Also,  in  the  govern- 
ment hospitals,  patients  are  frequently  long  distances  from 

homes  and  families.  Direct  contact  of  worker  with  family  is 

difficult  and  infrequent — often  impossible — and  so  is  dele- 
gated to  a  liaison  agent,  a  home  service  worker,  or  a  worker 

in  a  local  agency.  Correspondence,  therefore,  must  become 

the  medium  not  only  for  the  social  study  of  a  newly  admitted 
patient  but  also  for  a  large  share  of  the  explanation  to  his 

family  in  preparation  for  the  patient's  discharge  and  super- 
vision afterward.  Herein  lies  a  reason  why  the  descriptions 

of  functions  submitted  by  the  workers  in  the  government 

service  did  not  include,  to  as  great  an  extent  as  did  the  others, 

activities  in  connection  with  a  community  program  for  pre- 
vention or  education. 

Service  to  patient  and  family 

In  the  first  main  division  of  activity — work  with  patients 
and  families — wide  variations  in  practice  were  found.  The 

worker's  activities  were  related  to  the  patient's  experience, 
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his  commitment,  his  stay  in  the  hospital,  and  his  discharge. 
Ideally,  according  to  many  of  the  workers,  social  service 

should  be  continuous  throughout  the  period,  the  worker,  dur- 

ing the  patient's  period  of  treatment,  in  touch  with  the  family 
and  community,  working  out  plans  to  facilitate  the  patient's 
adjustment  when  he  returns.  Actually,  however,  this  con- 

tinuous service  did  not  obtain  in  all  cases.  In  general,  the 

main  activities  of  the  worker  centered  around  the  two  impor- 

tant events  in  the  patient's  hospital  experience — admission 
and  parole. 

Even  at  these  two  points,  practice  varied.  In  some  hospitals 
the  social  worker  routinely  assisted  in  social  investigation  for 

each  admitted  patient.  In  others,  the  social  "history"  was  ob- 
tained by  the  psychiatrist,  who  referred  patients  to  social  serv- 

ice only  in  special  instances — for  example,  when  no  relatives 
accompanied  the  patient ;  when  relatives  in  the  admitting  of- 

fice seemed  uncooperative,  antagonistic,  too  distraught  to  dis- 
cuss the  situation  j  when  additional  data  were  deemed  neces- 
sary for  diagnosis  or  for  the  clearing  up  of  some  controversial 

point  related  to  the  patient's  condition  prior  to  his  commit- 
ment. In  one  hospital,  the  social  worker  was  routinely  called 

in  in  all  cases  where  no  friend  or  relative  visited  the  patient 

during  the  first  month  of  his  stay. 

Miss  Hester  Crutcher,  Director  of  Social  Work,  Depart- 
ment of  Mental  Hygiene  of  New  York  State,  has  commented 

about  this  varied  practice  in  connection  with  the  "social  his- 

tory." 
To  understand  a  mental  illness,  one  must  know  the  environ- 

ment (past  and  present)  of  the  individual  and  his  reactions  to  it, 
for  these  stresses  have  usually  played  an  important  part  in  the 

patient's  breakdown.  The  patient's  relationships  within  the  fam- 
ily situation,  both  current  and  earlier,  as  well  as  his  social  rela- 

tionships, are  especially  important.  The  obtaining  of  such  mate- 
rial is  one  of  the  functions  of  the  social  worker.  .    .   . 

When  a  patient  has  been  admitted  to  the  institution  an  inter- 



In  Hospitals  and  Clinics  I27 
view  with  the  social  worker  who  can  listen  to  his  difficulties, 

explain  the  reasons  for  certain  institutional  procedure  and  plan 
measures  which  will  alleviate  some  of  his  worries  concerning 

his  affairs  outside  the  hospital,  adds  much  to  his  comfort  and 

satisfactory  adjustment.  .  .  .  This  particular  function,  as  all 

others  of  the  social  worker,  should  be  planned  in  close  coopera- 
tion with  the  medical  staff  and  should  supplement  the  work  of 

the  hospital  physician.   .    .    . 

In  many  hospitals,  the  social  worker  secures  the  patient's  his- 
tory. In  others,  the  physician  takes  the  history  of  a  patient  from 

relatives  when  they  visit  the  hospital,  the  social  worker,  when 

indicated,  supplying  additional  data  from  other  informants  in  the 

community.  There  is  much  to  be  said  regarding  the  advisability 

of  having  the  social  worker  take  the  complete  history;  however, 

if  the  social  service  staff  is  limited  as  it  is  in  most  hospitals  it 

would  not  seem  wise  for  the  social  worker  to  take  the  history  of 

each  new  patient  admitted.  On  the  other  hand,  the  contact  made 

with  relatives  through  the  taking  of  the  history  is  often  of  ad- 
vantage to  the  social  worker,  especially  when  there  are  obvious 

problems  to  which  she  should  direct  her  attention.9 

This  quotation  shows  how  the  whole  conception  of  the 

worker's  function  in  the  initial  social  study  of  the  patient  has 
expanded  from  the  conception  (once  prevalent  and  still  exist- 

ing in  some  cases)  of  the  social  history  as  an  "aid  in  diag- 

nosis." Miss  Crutcher  has  stressed  its  importance  in  the  under- 
standing of  mental  disease.  She  has  also  emphasized  its 

contribution  to  the  treatment  of  the  patient,  first  through 

helping  the  patient  understand  and  adjust  to  the  hospitaliza- 

tion ("Things  that  are  usual  in  the  lives  of  the  hospital  staff 
are  often  emotional  crises  in  the  lives  of  both  patient  and 

family")  and  second,  through  being  the  medium  by  which 
the  social  worker  establishes  her  contact  with  the  family.  This 

contact  becomes  a  first  step  in  the  important  process  of  social 

treatment,  which  later  is  to  involve  explanation  to  family, 
further  understanding  of  the  family  situation,  preparation  for 

9  Hester  Crutcher,  A  Guide  for  Developing  Psychiatric  Social  Work  in  State 
Hospitals,  Utica,  New  York,  State  Hospitals  Press,  1933,  p.  9-10. 
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the  return  of  the  patient,  and  follow-up  after  his  discharge. 

Viewed  in  this  light,  a  social  history  ceases  to  be  "data  about 

a  patient"  and  becomes  a  first  step  in  a  relationship  shared  by 
patient,  worker,  and  family,  which,  closely  related  to  the  psy- 

chiatric and  medical  diagnoses,  is  the  vehicle  for  effective 
treatment. 

Procedures  during  the  patient's  stay  in  the  hospital  also 
varied.  In  some  cases,  the  worker  had  almost  no  contact  with 

the  patients  until  she  was  asked  to  make  a  pre-parole  visit. 
In  others,  she  routinely  attended  ward  rounds  and  was  intro- 

duced to  the  patients,  who  were  free  to  call  for  her  services 

if  they  desired.  Special  assistance  was  often  requested,  either 

by  a  patient  or  by  the  physician  in  charge.  Such  services  in- 

cluded verifying  financial  status,  assisting  in  settling  transac- 

tions concerning  a  patient's  property  or  insurance  or  taking 
care  of  possessions  for  which,  at  the  time  of  commitment,  ar- 

rangement had  not  been  made.  Often,  a  family  of  the  patient 

presented  urgent  needs — relief  if  the  patient  was  the  bread- 
winner, temporary  care  of  children — needs  which  must  be 

met  before  the  patient,  concerned  about  his  family,  could  take 
full  advantage  of  treatment.  In  the  hospitals  serving  a  small 

area,  such  service  was  given  by  means  of  interviews  with  the 
family  at  the  hospital,  visits  to  the  home,  and  utilization  of 
the  resources  of  appropriate  community  agencies.  In  larger 

areas,  such  as  the  government  hospitals,  the  aid  of  local  agen- 
cies or  of  persons  in  a  position  to  help  was  enlisted  by  means 

of  correspondence. 

1  Continuous  contact  with  families  of  all  patients  whose 

progress  under  treatment  indicated  that  they  could  eventu- 

ally return  home  was  regarded  by  all  workers  as  an  impor- 
tant part  of  their  service.  Apparently,  such  service  was  gener- 
ally accepted  as  a  part  of  the  policy  of  the  hospital  program, 

although  the  extent  to  which  it  was  given  varied  with  con- 
ditions relating  to  adequate  staff,  case  loads,  pressure  of  work. 
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Of  the  forty  workers  who  contributed  descriptions  of  their 

work  as  the  basis  for  the  study,  only  six  reported  that  they 

had  no  contact  with  either  patient  or  family  during  the  period 

of  treatment  within  the  hospital,  making  first  contact  with  the 

family  when  plans  for  parole  were  imminent.  The  short- 
sightedness of  such  a  policy  seems  obvious.  To  quote  Miss 

Crutcher  once  more,  "Things  that  are  usual  in  the  lives  of  a 
hospital  staff  are  often  emotional  crises  in  the  lives  of  both 

patient  and  family." 
As  it  takes  time  to  obtain  a  good  history,  it  also  takes  time 

to  prepare  adequately  for  the  day  when  a  patient  leaves  the 

protection  of  a  hospital  to  take  up  again  responsibilities  in  his 

home  and  community.  The  family  must  be  prepared,  social 

agencies  in  touch  with  the  family  need  to  be  notified  in  time 

to  adjust  their  plans  if  necessary.  When  family  relationships 

inevitably  play  such  an  important  part  in  the  continued  im- 
provement of  the  patient,  the  worker  needs  to  understand 

them,  just  as  the  family  needs  to  understand  their  effect- upon 
the  patient.  One  or  two  hasty  pre-parole  visits  may  enable  the 
worker  to  make  a  superficial  judgment  as  to  whether  home  or 

neighborhood  conditions  will  help  or  hinder  the  patient's  re- 
gained power  to  function  again  within  them,  but  they  can 

scarcely  result  in  the  understanding  of  underlying  factors,  or 

bring  about  the  joint  working  of  family  and  worker.  Such  are 

outcomes  of  the  longer  contact  existing  from  the  day  of  com- 
mitment to  the  time  of  discharge. 

Of  course,  the  nature  and  duration  of  the  contact  of  worker 

and  family  during  the  period  of  hospitalization  depends  upon 

the  circumstances  of  each  case.  In  certain  types  of  mental  dis- 

ease the  social  conditions  may  reveal  only  a  slight  relation- 

ship to  the  progress  of  the  disorder  or  may  hold  little  hope 

of  aiding  in  recovery.  In  others,  family  relationships  may 

have  played  an  important  part  in  the  patient's  breakdown. 

Many  times  such  conditions  "are  amenable  to  social  service 
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treatment  and  should  have  the  attention  of  the  hospital  social 

worker  during  the  entire  period  of  the  patient's  hospitaliza- 
tion. Other  family  situations  may  clear  up  as  the  result  of  a 

brief  period  of  treatment.  The  important  factor  is  to  see  that 

the  treatment  which  the  situation  demands  is  given."10  Obvi- 
ously, the  decision  as  to  "the  treatment  which  the  situation 

demands"  grows  out  of  the  diagnosis  at  the  time  a  patient 
enters,  a  diagnosis  resulting  from  the  medical  and  psychiatric 
examinations  and  the  study  of  the  social  situation. 

[  With  the  return  of  the  patient  to  his  community,  the  social 

worker's  task  is  to  aid  him  in  meeting  again  the  relationships 
of  home,  family,  friends,  and  employers.  Contacts  with  those 

in  touch  with  the  patient,  following  up  the  pre-parole  prepa- 
ration, are  made  with  the  aim  of  insuring  more  understanding 

treatment.  Contact  with  the  patient  himself  gives  him  an  op- 
portunity to  discuss  difficulties  in  his  situation  and  his  atti- 

tudes toward  them. 

In  this  latter  relationship,  direct  contact  with  the  patient, 
the  role  of  the  social  worker  varies.  In  a  hospital  program 

which  includes  parole  clinics,  the  patient  as  a  rule  returns  at 

certain  intervals  to  discuss  his  situation  with  the  psychia- 
trist. In  such  cases  the  social  worker  may  have  little  direct 

contact  with  the  patient  himself.  In  other  situations,  the  pa- 
tient is  in  touch  with  both  psychiatrist  and  worker.  Again, 

because  of  her  knowledge  of  family  and  community  relation- 

ships, the  social  worker  often  carries  responsibility  for  judg- 

ment as  to  whether  the  patient's  adjustment  is  satisfactory 
or  whether  another  breakdown  is  imminent,  necessitating  his 
return  to  the  hospital. 

Miss  Crutcher  has  summed  up  the  function  of  the  psychiat- 

ric social  worker  in  her  work  with  hospital  patients  as  "the 
understanding  handling  of  the  social  factors  which  seem  to 

have  contributed  to  the  patient's  illness.  .  .  .  With  relief  from 

10  Crutcher,  op.  cit.y  p.  n. 
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certain  pressures  the  patient  can  often  live  comfortably  in  the 

community.  The  social  worker  should  be  able  to  make  the  ad- 
justments required  to  relieve  such  strain.  .  .  .  The  social  case 

work  which  the  well-trained  worker  is  able  to  do  now  is  a  far 

cry  from  the  errands  and  special  investigations  which  for- 

merly constituted  her  chief  job."11  Working  closely  with  the 
psychiatrist  in  charge  of  treatment,  her  task  is  to  "help  clear 
the  patient's  course  so  that  he  can  work  his  way  through  the 
difficulties  he  has  encountered  in  his  psycho-physical  environ- 

ment. In  some  cases  her  relationship  with  the  client  is  such 
that  she  serves  as  a  release  for  his  emotional  tension,  in  others 

she  may  try  to  work  out  with  the  patient  and  his  family  cer- 
tain plans  based  upon  their  conscious  understanding  of  the 

situation,  or  she  may  merely  make  needed  changes  in  the 

physical  aspects  of  the  patient's  environment.  In  working  out 
any  plans  .  .  .  the  social  worker  has  in  mind  that  through 
growth  and  development  of  the  personalities  involved  more 

satisfactory  and  lasting  adjustment  can  be  expected." 
Case  records  submitted  by  some  of  the  forty  workers 

showed  clearly  an  increasing  share  in  this  total  process  of 

treatment  as  described  above.  A  few  in  particular  reveal  a 
series  of  home  visits,  as  well  as  office  interviews,  wherein  the 

discharged  patient  discussed  freely  his  difficulties  in  his  job, 
his  belief  that  he  was  unjustly  treated,  difficulties  in  marital 

relationships,  interviews  revealing,  by  the  way  the  patient 

handled  his  situation,  his  steady  progress  in  gaining  under- 
standing of  his  problems  and  of  his  own  share  in  creating 

them.  Such  records  as  these  reveal  the  impossibility  of  sepa- 

rating such  problems  as  employment,  relief,  housing,  recrea- 

tion, from  the  emotional  attitudes  bound  up  in  the  patient's 
disorder,  and  the  futility  of  some  of  the  past  attempts  to  de- 

fine, on  the  basis  of  "social"  or  "emotional"  the  limits  of  the 

psychiatrist's  or  the  worker's  share  in  treatment.  Both  are 

11  Crutcher,  of.  cit.y  p.  1 1  and  16. 
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bound  up  in  treatment,  closely  interrelated  and  ideally  pro- 
ceeding in  a  continuous  cooperative  relationship. 

It  is  significant  that  ten  of  the  forty  workers  reported,  as  a 

recent  development  in  their  work,  more  emphasis  on  inten- 
sive work  with  a  small  proportion  of  patients  and  a  greater 

responsibility  for  treatment.  Such  a  tendency  raises  an  issue, 

at  the  present  time  highly  controversial.  Some  psychiatrists 

decry  the  trend,  others  view  with  calmness  or  with  full  ap- 

proval the  social  worker's  increasing  responsibility  for  dis- 
cussing with  the  patient  problems  in  his  social  relationships 

and  his  attitudes  toward  them. 

Inevitably,  development  of  social  service  in  mental  hospi- 
tals is  bound  up  with  the  attitude  taken  by  the  psychiatrist 

toward  social  service  and  his  concept  of  just  what  the  function 

is.  In  the  few  statements  submitted  by  the  psychiatrists  them- 
selves, there  is  as  wide  a  range  as  in  those  submitted  by  the 

social  workers  who  described  their  actual  duties.  They  show 

the  contrast,  from  the  oft-repeated  statement  that  the  social 

worker's  duty  is  "to  make  social  investigations  when  desired 
either  for  admission  or  parole  and  to  follow  up  the  patient 

after  discharge,"  to  the  broad  concept  of  a  social  program 
such  as  was  described  by  a  state  hospital  superintendent  in  an 

eastern  state:  "I  have  come  to  look  upon  the  psychiatric  ap- 
proach to  the  problems  of  a  patient  either  in  the  hospital  or 

outside  on  the  basis  of  the  approach  of  a  team  and  not  an  indi- 

vidual." In  the  hospital,  "this  team  .  .  .  should  consist  of  a 
number  of  people,  the  psychiatrist,  the  social  worker,  the  psy- 

chologist, the  nurse,  the  internist.  .  .  .  Each  of  these  indi- 
viduals has  his  own  particular  status  with  the  patient  and  it  is 

only  by  pooling  of  the  information  obtained  by  observation 

and  interview  that  any  adequate  program  for  the  patient  can 

be  worked  out."  Again,  in  relation  to  the  working  out  of  that 

program:  "I  am  not  willing  to  accept  the  social  worker  on  the 
basis  of  one  who  only  takes  orders.  ...  I  believe  the  social 
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worker  should  have  every  opportunity  to  approach  her  job 
with  the  patient  with  the  full  psychiatric  knowledge  of  what 
is  implied  in  the  case.  ...  I  feel  that  the  social  worker  is 

fully  as  important  in  the  set-up  as  the  psychiatrist  himself." 
In  regard  to  this  same  question,  a  recent  informal  conver- 

sation with  a  psychiatrist  is  significant.  Quoted,  not  exactly 

but  in  context,  it  was:  "The  real  crux  of  the  issue  is  not  a 
theoretical  one  as  to  whether  the  social  worker  should  or 

should  not  carry  greater  responsibility  in  a  treatment  program 
for  a  patient.  The  issue  is  whether  or  not  she  is,  in  particular 

instances,  equipped  to  handle  situations  successfully.  A  well 

equipped  worker,  with  mature  judgment  and  skill  in  han- 
dling problems,  inevitably  will  be  given  responsibility  by  a 

psychiatrist  who  is  working  closely  with  her  and  who  is  al- 
ready overburdened  by  a  load  of  clinic  patients  to  whom  he 

cannot  give  adequate  time.  There  never  will  be  a  sufficient 

number  of  psychiatrists  to  handle  adequately  the  treatment 

of  all  emotional  problems.  It  is  entirely  fitting  that  social 

workers  working  with  psychiatrists  should  become  increas- 
ingly able  to  deal  with  such  problems  and  carry  greater  re- 

sponsibility." 
A  report  of  the  Committee  on  Psychiatric  Social  Service  of 

the  American  Psychiatric  Association  may  be  taken  as  repre- 
sentative of  the  group  opinion.  The  Committee  described  the 

function  of  a  psychiatric  social  worker  in  a  state  hospital  as 
follows: 

A.   The  functions  of  the  psychiatric  social  worker  are : 

\-    I.   To  study  case  situations  and  complement  the  examination 

«■  by  the  psychiatrist. 

2.  To  effect  changes  in  the  environment  involving  the  pa- 
tient or  case  situation  and  to  this  end  familiarize  herself 

with  all  public  and  private  social  welfare  and  educational 

facilities  in  the  district  in  which  the  clinic  or  hospital 

operates. 
3.  To  secure  the  cooperation  of  other  social  agencies  and 
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when  possible  to  arrange  for  them,  through  joint  confer- 
ences with  the  psychiatrist,  to  work  cooperatively  with  the 

hospital  or  clinic. 

4.  To  effect  changes  in  or  modify  attitudes  of  patients,  and 

more  particularly  their  relatives,  in  order  that  changes  in 

the  environment  and  the  advice  of  the  psychiatrist  may  be 

accepted  and  followed  regarding  their  attitudes  and  activi- 
ties as  related  to  the  problems  in  the  case  situation. 

B.  The  work  of  the  psychiatrist  and  the  psychiatric  social  worker 

should  be  closely  inter-related.  This  inter-relationship  is  best 
assured  when : 

1.  The  psychiatrist  retains  full  responsibility  for  the  activities 

of  the  psychiatric  social  worker  and  yet  delegates  to  her 
that  part  of  the  case  work  which  psychiatric  social  work  has 

evolved  as  a  separate  but  closely  allied  field  of  activity. 
2.  The  psychiatrist  and  psychiatric  social  worker  confer  with 

each  other  at  frequent  intervals,  thus  keeping  each  other  in- 
formed of  their  work  and  findings  in  the  case. 

3.  The  psychiatrist  is  as  specific  as  possible  as  to  the  case  needs 
in  respect  to  further  information,  treatment  or  placement. 

In  order  for  the  psychiatric  social  worker  to  function  satis- 

factorily she  frequently  has  to  make  her  plans  extempo- 
raneously but  the  psychiatrist  should  review  all  of  the  work 

done  on  the  case  in  relation  to  its  social  service  needs. 

4.  The  case  is  assigned  to  the  psychiatric  social  worker  early 

in  the  period  of  hospital  or  clinic  contact  and  the  psychia- 

trist, when  he  makes  the  earlier  contact,  prepares  the  pa- 
tient or  his  family  for  the  entry  of  the  social  worker  into 

the  case  situation.12 

The  part  played  by  the  social  worker  in  the  program  for 

treatment  of  patients  in  a  hospital  for  mental  disease  is  a  de- 

veloping one,  bound  up  with  the  interrelationship  of  psychia- 
try and  social  work;  it  is  a  subject  for  continuous  study  now 

12  American  Psychiatric  Association,  Report  of  the  Committee  on  Psychiatric 
Social  Service,  American  Journal  of  Psychiatry ',  13  (90  old  series)  :  434,  Sep- 

tember 1933.  The  work  of  successive  committees  indicates  a  growing  interest 
within  the  American  Psychiatric  Association  in  sharing  with  psychiatric  social 

workers  the  important  task  of  formulation  of  function  and  standards  of  pro- 
fessional education.  See  subsequent  reports  of  the  Committee  on  Psychiatric 

Social  Service  in  the  American  Journal  of  Psychiatry. 
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and  in  the  future.  Function  and  professional  equipment  are 

closely  related,  and  professional  equipment  involves  under- 
standing of  the  function  of  social  work  on  the  part  of  psychia- 

trists in  training  fully  as  much  as  knowledge  of  psychiatry  on 

the  part  of  social  workers  in  training.  It  is  hoped  that  the  next 

years  will  see  a  re-emphasis  by  both  psychiatrists  and  social 
workers  upon  the  study  of  function  in  this  important  area. 

Service  related  to  prevention  and  education 

The  two  remaining  aspects  of  function  in  hospitals  for 
mental  diseases,  to  be  considered  briefly,  are  the  role  of  the 

social  worker  in  the  hospital  program  for  prevention,  and 

mental  hygiene  education.  These  two  are  closely  related.  Co- 
operative relationships  with  agencies  in  the  community  have 

been  from  the  beginning  a  part  of  the  social  worker's  task. 
Centering  around  case  work  with  individual  patients,  these 

contacts  have  always  had  an  allied  aim— to  help  the  com- 
munity to  understand  more  fully  the  work  of  the  mental  hos- 

pitals13 and  the  nature  of  mental  disease,  to  recognize  begin- 
ning symptoms  of  breakdown,  and  to  be  more  aware  of  the 

problems  facing  a  patient  recovered  sufficiently  to  return  to 
his  community.  ) 

With  the  advent  of  the  parole  clinics  and  later  the  mental 

hygiene  clinics  connected  with  hospital  programs,14  coopera- 
tive relationships  with  community  agencies  increased.  With 

patients  functioning  in  their  own  social  milieu,  psychiatric 

social  workers  played  a  significant  part  in  study  and  in  treat- 
ment, which,  in  urban  areas  particularly,  meant  close  contact 

with  other  agencies  in  touch  with  the  families.  The  exact  na- 
ture of  that  relationship  varied  according  to  the  circumstances 

of  the  clinic  organization. 

13  See  pages  39,  62-63. 
14  Parole  clinics  are  those  established  for  patients  discharged  from  hospitals. 

Mental  hygiene  clinics  are  those  established  for  preventive  work  with  individu- 
als who  have  not  been  and  perhaps  never  need  to  be  hospitalized. 
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As  we  have  seen,  the  organization  of  such  clinics  varies.  The 

traveling  clinic,  staffed  by  psychiatrist,  psychologist,  and  so- 
cial worker  from  the  hospital  personnel,  is  a  typical  organiza- 

tion. Certain  of  the  traveling  mental  hygiene  clinics  are  under 
the  auspices  of  the  hospital,  but  are  entirely  separate  from 

the  parole  clinics  and  are  staffed  by  a  different  person- 

nel. In  certain  clinics,  the  psychiatric  social  worker  is  respon- 
sible for  social  treatment  of  the  clients.  In  others,  particularly 

the  traveling  mental  hygiene  clinics  covering  a  wide  area, 
social  treatment  is  delegated  to  the  social  agency  referring  the 

patient,  and  the  representative  of  that  agency,  keeping  in 

touch  with  the  clinic,  is  responsible  for  both  study  and  treat- 
ment. In  the  former,  the  psychiatric  social  worker  appears  in 

the  usual  role  of  case  worker,  in  the  latter,  her  role  is  one  of 

coordinator,  of  liaison  agent  between  the  psychiatric  treatment 
carried  on  by  the  clinic  and  the  social  treatment  for  which 

she  herself  is  not  directly  responsible. 
In  clinics  covering  a  wide  area,  the  service  offered  may  be 

quite  frankly  one  of  diagnosis  and  recommendation  only,  the 

entire  responsibility  for  treatment  resting  on  those — parents, 
teachers,  or  social  workers — who  refer  the  patient.  In  such 
cases,  the  role  of  psychiatric  social  worker  takes  on  an  entirely 

different  complexion  from  that  indicated  in  the  above  de- 
scription of  her  work  with  hospital  patients  or  in  parole  clin- 

ics. The  task  involves  helping  the  worker  who  refers  the  pa- 
tient to  understand  the  nature  of  a  psychiatric  social  study,  so 

that  she  will  be  able  to  present  and  analyze  data  that  will  be 

of  most  help  to  the  clinic  in  the  diagnosis  of  the  difficulty. 

Following  the  examination  of  the  patient,  her  role  is  to  dis- 
cuss the  recommendations  with  the  worker  who  is  to  be  in 

contact  with  the  patient,  and  to  assist  in  plans  for  carrying 

them  out  in  the  light  of  community  situations  with  which  the 

worker  is  familiar.  In  the  case  of  children  referred  by  teach- 
ers or  parents,  her  task  is  the  same,  rendered  more  difficult 
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by  the  fact  that,  as  a  rule,  those  responsible  for  treatment  are 

less  familiar  with  the  procedure  involved  in  a  social  study 

and  less  able  to  see  and  utilize  the  possible  resources  for 

treatment  of  the  problem.  None  the  less,  working  out  with 

teachers  and  parents  plans  for  modifying  certain  conditions, 

or  adapting  ways  of  handling  children,  is  a  distinct  challenge 

to  the  understanding  and  skill  of  a  social  worker  in  such  a 

clinic.  Cooperative  relationships,  then,  as  worker  dealing  with 

other  agencies,  or  as  worker  filling  a  role  almost  entirely  of 

coordinator  or  consultant,  are  an  essential  part  of  clinic 

work.15 
A  word  in  regard  to  the  role  played  in  a  wider,  more  gen- 

eral educational  program  in  a  community.  Psychiatric  social 

workers  have  aided  in  preparation  for  the  establishment  of 

new  mental  hygiene  clinics  under  state  hospital  auspices.  The 

state  hospital  staff  makes  contact  with  leaders  in  a  community 

where  interest  has  led  to  such  a  step,  the  worker,  in  many 

cases,  sharing  in  the  contacts  which  have  for  their  purpose 

the  explanation  of  the  work  of  the  clinic  and  of  the  type  of 

service  it  can  render,  and  the  working  out  of  details  for  the 

most  effective  use  of  those  services.  In  such  work,  she  has 

visited  schools,  talked  to  principals  and  teachers  in  regard 

to  problems  and  needs,  discussed  the  program  with  representa- 
tives of  social  agencies  and  with  other  individuals  interested 

in  the  work.  Such  preliminary  work  is  essential  if  the  clinic 

staff  is  to  know  the  needs  and  resources  of  the  community, 

and  thus  be  in  a  position  to  establish  the  service  best  suited  to 
them.  While  the  extent  to  which  the  social  worker  shares  in 

responsibility  for  such  preliminary  contacts  may  vary,  there 

is  evident  a  steadily  increasing  recognition  that  social  service 

has  a  definite  function  in  this  regard. 

Hospital  and  clinic  staffs  have  been  called  upon  increas- 

ingly by  communities  for  talks  on  the  subject  of  mental  dis- 

15  See  Crutcher,  of.  cit.}  p.  41-47. 
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ease  and  emotional  problems,  particularly  by  groups  inter- 
ested in  the  preventive  aspects.  In  psychopathic  hospitals  con- 

nected with  state  universities,  teaching  of  organized  courses 
has  been  a  part  of  the  service.  A  few  social  workers  reported 

sharing  in  both  informal  talks  to  community  groups  and 
organized  courses  in  psychiatric  social  work.  Two  workers 

reported  that  they  were  giving  a  brief  series  of  lectures  on 
psychiatric  social  work  definitely  planned  as  part  of  a  course 

for  young  medical  students  planning  to  specialize  in  psy- 
chiatry. 

Another  interesting  development  in  certain  hospitals 
(Worcester  State  Hospital,  Massachusetts,  and  New  Jersey 

State  Hospital  at  Greystone  Park  are  examples)  is  the  exten- 
sion of  training  facilities  in  the  hospital  to  other  groups,  such 

as  nurses  in  training  and  students  in  theological  seminaries. 
The  young  nurses  and  young  ministers  in  training  spend  a 

certain  period  of  time  in  the  hospital  for  the  purpose  of  gain- 
ing an  understanding  of  the  nature  and  symptoms  of  mental 

disease.  Again,  in  such  projects,  social  workers  have  had  some 

share  in  presenting  and  discussing  the  relation  of  social  serv- 
ice to  the  treatment  of  patients  and  the  way  it  functions  in  a 

hospital  program.  These  latter  instances  can  hardly  be  re- 
garded as  typical  functions  of  social  service  in  a  hospital  pro- 

gram. None  the  less,  they  represent  an  extension  of  service 

along  educational  lines  which  is  opening  the  way  to  new  areas 
where  social  service  may  play  a  significant  role. 

From  even  this  brief  description,  it  is  evident  that  the 

function  of  social  service  has  progressed  a  long  way  from  the 

"after  care"  of  1900.  Social  work  in  connection  with  hospitals 
for  mental  disease  is  a  steadily  growing  area  and,  with  the 

development  of  a  community  program,  a  vital  one.  The  work 
it  represents  in  this  wider  scope  of  social  case  work,  and  of 

participation  in  preventive  efforts  and  educational  work,  is 
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requiring  sound  training,  maturity,  experience,  and  skill. 
Such  qualities  and  equipment  are  essential  if  social  service  in 
mental  hospitals  is  to  continue  to  progress,  for  developing 
function  is  inevitably  bound  up  with  capacity  of  workers  to 
visualize  and  to  plan  for  new  needs. 

Social  work  in  mental  hospitals  has  been,  for  the  last  ten 

years,  a  field  not  generally  regarded,  by  either  experienced 
workers  or  young  graduates  of  schools  of  social  work,  as  one 
offering  desirable  opportunities.  Reasons  given  have  been 
lower  salaries,  isolation  from  community  contacts,  necessity 

of  living  within  the  institution,  discouragingly  heavy  case 
loads,  demands  made  upon  the  time  of  social  workers  for 

routine  duties  within  the  institution.  Against  such  a  back- 

ground of  causes  of  dissatisfaction,  there  is  the  picture  of  de- 
mand for  psychiatric  social  workers  in  a  variety  of  activities. 

It  would  seem,  however,  that  mental  hospitals  now  and  in 

the  near  future  again  will  be  regarded  as  offering  attractive 
opportunities.  Salaries,  in  several  states  at  least,  are  now  on  a 

par  with  salaries  offered  by  other  social  agencies.  The  clinic 

program  and  widening  community  contacts  are  breaking  down 
the  isolation  mentioned  so  often  by  young  workers.  Routine 

duties  apart  from  social  work  seem  to  be  diminishing.16  There 
is,  therefore,  encouraging  evidence  that  mental  hospital  pro- 

grams will  again  be  regarded  by  schools  of  social  work  as  a 

promising  field,  and  that  able  workers  will  again  be  attracted 
to  this  area  of  service.  The  function  of  social  work  in  mental 

hospitals  should  be  the  subject  of  continued  interest  and 

study  on  the  part  of  the  American  Association  of  Psychiatric 
Social  Workers,  the  American  Psychiatric  Association,  and 
the  professional  schools  of  social  work. 

16  In  the  reports  of  the  forty  workers,  a  few  mentioned  as  duties  once  per- 
formed but  gradually  ceasing  to  be  regarded  as  functions  of  social  service 

"being  in  charge  of  the  library,"  "planning  recreational  programs,"  "giving 
psychological  tests,"  "being  responsible  for  clerical  work  in  the  office." 



HO  Psychiatric  Social  Work 

PSYCHIATRIC  AND  MENTAL  HYGIENE  CLINICS 

The  function  of  social  work  in  the  psychiatric  clinics  con- 
nected with  mental  hospitals  has  already  been  described.  In 

psychiatric  clinics  under  other  auspices,  function  is,  in  gen- 
eral outline,  similar.  Yet  so  varied  are  those  auspices,  so 

varied  are  the  types  of  situations  dealt  with,  that  a  separate 
discussion  is  indicated. 

Psychiatric  clinics  have  become,  during  the  past  thirty 

years,  a  definitely  accepted  part  of  a  mental  hygiene  program 

in  many  communities.  Originating,  as  we  have  seen,  in  neuro- 
logical clinics  in  general  hospitals,  they  appear  today  either  as 

independent  agencies  or  as  a  part  of  the  program  of  general 

hospitals,  mental  hospitals,  social  agencies,  health  organiza- 

tions, settlements,  educational  institutions,  churches.17  There 
were  some  400  such  clinics  in  the  United  States  in  1936,  gen- 

erally serving  both  adults  and  children  and  bearing  various 

titles,  such  as  nerve  or  neurological  clinics,  neuropsychiatric 

or  psychiatric  clinics,  mental  hygiene  clinics,  and,  more  re- 
cently, life  adjustment  centers  or  bureaus.  The  varied  titles 

in  themselves  indicate  the  expanding  definition  of  nervous 

and  mental  disorders,  as  well  as  the  emphasis  on  prevention 

and  treatment  at  an  early  stage.  In  general  outline,  the  social 
work  function  within  these  various  clinics  reveals  essential 

similarities.  Differentiation  is  found,  as  one  would  expect,  not 

so  much  in  the  progress  of  case  work  with  the  patients,  or  in 

the  type  of  activity  in  preventive  or  educational  work  in  the 

community,  but  in  the  agency  affiliation,  the  type  of  problem 

referred,  and  the  working  relationships  inherent  in  the  or- 
ganization which  maintains  the  clinic. 

Clinics  under  the  auspices  of  general  hospitals 

Especially  interesting  from  the  point  of  view  of  working 

relationships,  as  well  as  significant  from  the  standpoint  of 

17  See  pages  60-63.  For  figures  see  page  60,  footnote. 
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numbers,  are  the  psychiatric  clinics  connected  with  general 

hospitals.18  Much  has  been  said  about  the  advantageous  posi- 
tion of  these  general  hospital  clinics.  Physicians  have,  for 

years,  been  treating  patients  for  a  variety  of  physical  ail- 

ments caused  by  emotional  maladjustments  or  greatly  aggra- 
vated by  them.  Oftentimes  the  emotional  causes  have  not 

been  recognized,  the  patient  going  from  one  specialized  clinic 
to  another,  each  time  to  be  told  there  was  nothing  wrong.  The 

relation  between  mental  and  physical  disease  is  still,  no  doubt, 

too  seldom  recognized,  and  neurotic  patients  still  go  from 

clinic  to  clinic  and  from  physician  to  physician,  receiving  no 

treatment  for  the  emotional  problems  that  underlie  their  nu- 
merous physical  ailments.  Yet  in  general,  during  the  last 

twenty  or  more  years  there  has  been  a  steadily  growing  rec- 

ognition, on  the  part  of  the  medical  profession,  of  the  emo- 
tional basis  of  physical  disease  in  certain  patients,  greater  skill 

in  diagnosis,  more  prompt  investigation  of  the  emotional  life 

of  the  patient,  and  the  utilization  of  treatment  by  whatever 

resources  are  available.19  The  clinics  connected  with  general 
hospitals  are  becoming  one  such  resource. 

To  the  general  hospital  come  the  neurotic  or  psychoneurotic 

patients  whose  mental  disorders  are  revealed  in  physical 

symptoms.  If  emotional  disturbance  is  recognized  by  the  clinic 

to  which  the  patient  comes,  he  may  be  referred  immediately 

to  the  psychiatric  clinic.  There  is  little  of  the  stigma  of  mental 

disease  which,  though  lessening,  still  operates  as  a  deterrent 

to  referral  to  clinics  connected  with  mental  hospitals.  Also, 

there  is  always  the  possibility  of  close  and  continuous  work- 
ing relationship  between  the  clinic  that  is  treating  the  physical 

ailment  and  the  clinic  that  is  aiding  in  the  study  and  treat- 
ment of  the  related  emotional  problem.  These  advantages  are 

18  See  Chapter  Two,  pages  60-62. 

19  See  G.  Canby  Robinson,   The  Patient  as  a  Person,  A  Study  of  the  Social 
Aspects  of  Illness ,  New  York,  Commonwealth  Fund,  1939. 
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often  mentioned  by  leaders  in  the  field.  They  are  bound  up 
with  goals  set  by  those  who  sponsored  or  founded  the  clinics, 
goals  slowly  being  achieved. 

Function  of  social  work  in  the  psychiatric  clinic  of  the  gen- 

eral hospital  is  inevitably  bound  up  with  these  goals,  the  co- 
ordination of  effort  of  the  various  clinics  concerned  with  a  pa- 

tient, and  the  working  relationships  of  the  staff.  An  article 

by  a  psychiatric  social  worker  functioning  in  a  general  hos- 
pital reveals  both  the  goal  and  the  difficulties  in  its  attain- 

ment. She  says: 

Although  the  privilege  of  consulting  easily  and  frequently 

with  specialists  constitutes  one  of  the  great  natural  advantages 

of  a  clinic  organization,  numerous  consultations  may  lead  to 

great  abuse.  Through  lack  of  personal  conference  between  the 

several  physicians,  and  through  insufficient  and  indefinite  notes 

on  the  record,  it  is  quite  possible  for  a  patient  to  be  subjected  to 
simultaneous  treatment  in  several  separate  clinics.  He  may  be 

directed  at  one  time  but  in  different  directions  by  many  doctors 

and  social  workers  who  have  never  considered  properly  his  per- 

sonality and  his  needs  as  an  individual.  In  many  clinics  a  dis- 

proportionately large  amount  of  time  is  spent  on  individual  ex- 
aminations and  a  surprisingly  small  amount  on  correlation  and 

review.20 

There  follows  an  analysis  of  seventy  "chronic  clinic  visitors" 
who  were  finally  referred  to  the  neuropsychiatric  clinic  of  a 

general  hospital.  All  were  definitely  diagnosed  as  mental  pa- 
tients. All  had  social  examinations  made. 

Miss  Johnston's  data  reveal  a  striking  picture.  All  the 
special  clinics  within  the  hospital  (a  total  of  twelve)  were 

represented  in  this  study  of  seventy  patients.  The  "greatest 
number  of  clinics  visited  by  any  one  patient"  was  eleven.  Cer- 

tain patients  had  been  "referred  to  one  clinic  after  another," 
continuing  "with  the  same  symptoms  or  with  new  complaints 

20  Nancy  Johnston,  The  Neurotic  Patient  in   the  General  Clinic,  Hosfital 
Social  Service ,  28:255,  October  1933. 
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possibly  suggested  at  each  clinic."  "The  number  of  clinics 
visited  is  more  significant  because  of  the  fact  that  no  one  clinic 

felt  that  the  cases  were  clear  cut." 
Brief  illustrations  further  describe  the  situation. 

Our  attention  focused  on  ...  a  woman  who,  practically 

every  day,  .  .  .  was  seen  sitting  in  the  clinics  from  the  hour 
the  clinics  opened  in  the  morning  until  they  closed  in  the  late 
afternoon.  One  wondered  how  a  woman,  so  sick  that  she  must 

be  continuously  under  medical  treatment,  could  bear  patiently 

through  so  many  days,  the  waiting,  the  uncomfortable  benches, 

and  the  treatment  possibly  painful  in  varying  degrees.  Exami- 
nation of  her  record  showed  that  she  had  been  examined  in  the 

clinics  of  medicine,  oto-laryngology,  surgery,  ophthalmology  and 
nerve.  Eleven  diagnoses  had  been  made  and  many  treatments 

had  been  instituted.  No  study  of  the  patient  apart  from  the  dis- 
ease had  been  made. 

A  social  study  revealed  that  illness  was  an  escape  from  do- 
mestic and  marital  difficulties  too  arduous  for  the  patient  to 

bear.  Treatment  directed  toward  both  the  social  factors  and 

the  patient's  need  to  escape  slowly  brought  good  results. 
Another  illustration: 

A  woman  came  to  the  neuro-psychiatric  clinic  complaining  of 
nervousness.  The  psychiatrist  referred  her  to  two  clinics  in 

order  to  rule  out  the  possibility  of  physical  disease;  directions 

were  that  she  return  to  the  neuro-psychiatric  clinic.  This  she  did 
at  the  end  of  twelve  years,  but  not  before  she  had  been  treated 

in  six  clinics,  operated  upon  for  ethmoid  disease,  and  twice  hos- 

pitalized. 

A  more  hopeful  picture,  revealing  results  of  attempts  to 

remedy  the  "lack  of  personal  conference  between  the  several 

physicians"  and  the  "insufficient  records"  of  which  Miss  John- 
ston speaks,  is  as  follows: 

A  girl,  a  member  of  a  shut-in,  pleasure  eschewing  family, 
filled  the  gaps  in  her  life  by  illness.  She  secured  attention,  rec- 

reation, in  fact  her  life  employment,  coming  to  clinics.  Doctors 
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and  nurses  became  her  social  contacts.  At  the  age  of  twenty-one, 
she  had  made  268  visits  and  been  in  the  hospital  four  times; 

eleven  diagnoses  had  been  made  and  she  had  had  three  opera- 

tions. After  the  last  hospitalization  it  was  decided  by  all  physi- 
cians interested  in  her,  that  further  treatment  except  in  the 

neuro-psychiatric  clinic  should  be  discontinued. 

Miss  Johnston's  findings,  based  on  analysis  of  clinic  pa- 
tients in  one  hospital  organization,  are  borne  out  by  other 

studies  covering  a  wider  scope.  In  a  study  prepared  under  the 
auspices  of  the  American  Association  of  Hospital  Social 
Workers  1,000  cases  were  analyzed,  and  a  list  of  problems 

"directly  related  to  the  medical  condition"  was  prepared.21 
"Personality  problems"  represented  35  per  cent  of  the  total. 
In  a  more  recent  publication  by  the  same  organization  the 

presence  of  "functional  and  mental"  cases  among  patients 

treated  in  general  hospital  clinics  is  discussed  briefly.22  The 
group  ranged  from  "border  line  conditions  showing  slight 
mal-adjustment  through  several  cases  of  psycho-neurosis." 
These  "inner  aspects  of  personality"  are  closely  related  to 

"problems  of  the  physical  and  social  environment." 
This  growing  awareness  of  the  emotional  factors  in  disease, 

and  of  the  incidence  of  nervous  and  mental  disorders  in  a  cer- 

tain proportion  of  general  hospital  patients,  has  a  significant 
bearing  on  the  function  of  psychiatric  social  work  in  a  general 

hospital.  It  is  "dependent  upon  the  inter-organization  of  gen- 

eral medicine  and  psychiatry."23  The  worker  in  the  psychiat- 
ric clinic  is  involved  in  a  close  relationship  with  the  physicians 

and  social  workers  who  staff  the  various  medical  clinics.  There 

is  not  only  the  opportunity  but  an  urgent  need  for  working 

21  Functions  of  Hospital  Social  Service,  Chicago,  American  Association  of 
Hospital  Social  Workers,  1930. 

22  Harriett  M.  Bartlett,  Medical  Social  Work,  Chicago,  American  Associa- 
tion of  Medical  Social  Workers,  1934- 

23  Katharine  Moore,  Psychiatric  Social  Work  in  a  General  Hospital  Clinic, 
Hospital  Social  Service,  21:125,  February  1930.  For  a  detailed  discussion  of 

this  subject,  see  Dr.  Robinson's  book,  cited  in  note  19. 



In  Hospitals  and  Clinics  x45 

toward  a  clearer  understanding  of  this  interrelationship  of 

mental  and  physical  diseases,  and  toward  a  more  effective 
correlation  of  resources  for  the  treatment  of  patients  whose 

emotional  problems  either  actually  cause  the  physical  disor- 
der or  hamper  the  progress  of  medical  treatment. 

It  is  not  surprising,  then,  that  in  studies  of  function,  dis- 
tinctive differences  between  psychiatric  and  medical  social 

work  in  a  general  hospital  setting  have  not  emerged.  Miss 

Bartlett  has  stated  that  in  the  case  of  the  "functional  and  men- 

tal cases,"  some  were  "handled  by  medical  social  workers, 

some  by  psychiatric  social  workers."  She  also  adds  that  "it  is 
of  interest  to  note  that  the  methods  of  social  treatment  do  not 

differ  markedly  from  those  in  organic  cases."  Similarities 
rather  than  differences  between  medical  and  psychiatric  so- 

cial work  are  likely  to  appear  in  any  study  based  on  type  of 

problems  and  social  work  activities  in  general  hospital  clinics. 
Psychiatric  social  work  defined  in  terms  of  affiliation  with 

the  psychiatric  clinic  offers  a  more  promising  starting  point 

for  study.  However,  a  survey  of  organization  practice  reveals 

difficulty  here.  Judging  by  returns  from  a  questionnaire  sent 

to  general  hospitals  in  1933,  it  is  by  no  means  the  usual  prac- 
tice to  assign  a  special  worker  to  the  psychiatric  clinic.  Re- 

plies from  seventy-four  hospitals  that  maintained  a  special 
ward  or  clinic  for  nervous  and  mental  disorders  revealed  that 

in  forty-nine  no  special  worker  was  assigned,  the  social  work 
in  the  psychiatric  clinic  being  carried  by  the  general  social 

work  staff.  In  twenty-one  others,  special  workers  were  as- 
signed, but  they  also  carried  the  work  in  connection  with  other 

clinics.  In  only  seven  instances  was  a  worker  assigned  solely 

to  the  psychiatric  clinic  and  designated  as  a  psychiatric  social 

worker.  Such  a  situation  makes  it  impossible  to  designate  psy- 
chiatric social  work  in  terms  of  affiliation  with  a  clinic  serving 

mental  patients,  and  difficult  to  provide  a  basis  for  a  study 
of  a  specialized  function. 
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As  regards  special  training,  the  situation  was  equally  re- 

vealing. In  twenty-six  of  the  seventy-four  replies,  the  ques- 
tion as  to  special  training  in  psychiatric  social  work  was  not 

answered.  In  thirty-three  of  the  remaining  forty-eight,  spe- 
cial training  for  work  with  mental  and  nervous  disorders  was 

not  required.  Such  figures  may  have  a  direct  relationship  to 
the  type  of  statement  that  appears  in  Medical  Social  Work, 

namely:  "It  is  interesting  to  note,  however,  that  although 
cases  of  the  present  study  gave  numerous  examples  of  en- 

vironmental problems  and  of  worry  over  the  effects  of  illness 

upon  the  patient's  social  relationships,  there  are  few  instances 
in  which  its  more  subtle  emotional  meaning  for  the  patient 

was  recognized  and  dealt  with  by  the  worker."24 
Psychiatric  social  work  in  general  hospitals  reveals  the  dif- 

ficulty in  definition  mentioned  so  frequently  all  through  the 

study.  Such  service  may  be  defined  either  as  social  work  con- 
nected with  the  psychiatric  clinic  under  general  hospital  aus- 

pices or  as  work  with  emotional  problems  in  whatever  clinic 

they  occur.  The  first  provides  a  basis  for  clear-cut  differentia- 
tion. The  second  sets  up  a  definition  that  inevitably  makes 

impossible  any  distinction  between  medical  and  psychiatric  so- 
cial work.  Attempts  to  establish  distinctions  only  obscure  more 

fundamental  issues.  The  essential  feature  in  psychiatric  social 

work,  in  general  hospital  clinics  as  elsewhere,  is  not  the  inci- 
dence of  emotional  problems  in  patients.  Affiliation  with  the 

practice  of  psychiatry  is  the  significant  factor,  plus  profes- 
sional equipment  essential  for  effective  analysis  of  social  con- 

ditions in  relation  to  mental  disease,  and  the  social  treatment 

of  patients  definitely  under  psychiatric  care. 
Much  discussed  questions  of  organization  of  social  service 

in  the  psychiatric  clinics  in  general  hospitals  pale  into  insig- 
nificance against  this  matter  of  professional  equipment  for  the 

work.  The  question  whether  one  worker  should  assist  both 

24Bartlett,  of.  cit.y  p.  78. 
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psychiatric  and  general  medical  clinics,  questions  of  the  social 

worker's  responsibility  to  the  director  of  the  psychiatric  clinic 
or  to  the  director  of  the  entire  social  service  department,  ques- 

tions of  working  relationships  with  psychiatrist,  general  medi- 
cal staff,  co-workers  in  social  service,  will  probably  always  have 

to  be  answered  in  terms  of  the  individual  needs,  the  person- 
nel, and  the  professional  relationships  of  a  particular  hospital. 

But  the  problems  of  the  patients,  the  need  for  continually  im- 
proving effectiveness  of  service,  and  for  employing  workers 

trained  in  the  understanding  of  social  and  emotional  prob- 
lems, are  of  common  concern. 

Study  of  function  of  psychiatric  social  work  in  a  general 

hospital  should  continue  to  enlist  cooperative  endeavor  by 
both  psychiatric  and  medical  social  workers.  As  standards  of 

professional  equipment  are  steadily  raised,  as  training  in  so- 
cial psychiatry  and  mental  hygiene  become  more  a  part  of  the 

training  of  medical  social  workers,  distinctive  differences  are 

bound  to  become  less  distinct.  However  that  may  be,  one  thing 

is  sure.  Function  of  psychiatric  social  work  in  the  general  hos- 
pital involves  social  work  practiced  in  relation  not  only  to 

psychiatry  but  also  to  the  total  program  of  medical  and  social 

treatment.  Theoretical  distinctions  may  be  made,  but  the  pa- 
tients dealt  with  will  continue  to  present  both  medical  and 

psychiatric  problems,  as  revealed  by  the  above  illustrations. 

Function  involves  an  understanding  of  issues  and  correlation 

of  effort  by  all  concerned.  To  repeat,  it  is  "dependent  upon 
the  inter-organization  of  general  medicine  and  psychiatry," 
and  its  progress  and  clarification  depend  upon  continued  joint 

study  of  the  effects  of  that  inter-organization  upon  the  prac- 
tice of  social  work. 

Psychiatric  clinics  in  connection  with  hospitals  for  mental 

disease  and  with  general  hospital  programs  represent  the  two 

largest  and,  in  general,  probably  the  best  known  groups.  Also, 
because  their  origin  dates  back  thirty  or  more  years,  it  has  been 
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possible  to  obtain  a  fairly  clear  picture  of  the  development 
of  psychiatric  social  work  in  connection  with  them.  When  we 

turn  to  a  consideration  of  psychiatric  social  work  as  related  to 

certain  other  community  clinics  that  have  been  established 

more  recently  and  under  varied  auspices,  the  picture  is  not  so 

clear.  Many  such  clinics  are  still  in  an  experimental  stage.  They 

serve  a  varied  clientele.  The  particular  organizations  under 

whose  auspices  they  operate  determine  to  a  large  extent  the 

type  of  problems  dealt  with,  the  relationships  with  the  com- 

munity and  with  other  agencies.  Certain  such  clinics  are  in- 
dependent organizations,  serving  the  community ;  others  are 

definitely  connected  with  social  agencies,  educational  institu- 
tions, courts,  and  churches,  serving  a  more  limited  clientele. 

Data  regarding  many  of  them  are  not  adequate  to  present  a 

well-rounded  picture,  and  psychiatric  social  work  in  connec- 
tion with  them  is  a  subject  for  further  study. 

Court  clinics 

Among  these  community  clinics  are  a  small  number  con- 
nected with  criminal,  family,  or  domestic  relations  courts. 

They  show  the  usual  three-fold  organization  of  a  clinic  serv- 
ice, represented  in  a  staff  of  psychiatrist,  psychologist,  and 

social  worker.  The  immediate  function  of  the  social  worker 

seems  to  be  the  preparation  of  social  data  and  analysis  of  so- 

cial factors  related  to  the  offender's  problem.  Such  analysis 

has  for  its  main  purpose  assisting  the  psychiatrist  in  his  formu- 
lation of  problem  and  recommendations,  and  the  judge  in  his 

disposition  of  the  case.  Social  treatment  of  offenders  placed 

on  probation  may  be  carried  on,  the  responsibility  of  the  so- 
cial worker  being  dependent  upon  the  extent  to  which  social 

factors  figure  in  the  adjustment  of  the  client.  Relationships 

between  client  and  worker  are  inevitably  colored  by  the  court 

procedures  and  by  the  attitude  of  the  offender  toward  them. 

The  extent  to  which  adaptation  can  be  made  in  his  social  situa- 
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tion  must  depend  to  a  considerable  degree  upon  the  acceptance 
of  the  social  worker  as  one  who  can  help  and  with  whom  he  is 

willing  to  work.  Attitudes  of  resentment,  antagonism,  or  sus- 
picion are  common,  and  the  task  of  overcoming  them  is  a 

difficult  one.  Such  attitudes  must  be  taken  into  account  by  the 

social  worker  who  regards  case  work  as  a  main  part  of  her 

function.  Especially  is  this  the  case  if,  working  with  the  psy- 
chiatric service,  she  hopes  to  assist  the  individual  offender  to 

understand  his  situation,  to  change  his  attitude,  and  to  utilize 

more  effectively  the  resources  within  his  home  and  community 
in  a  solution  of  his  particular  problem.  The  very  circumstances 

surrounding  the  offender  and  the  attitudes  engendered  by 

them  may  make  this  objective  of  her  work  difficult.  In  family 

or  domestic  relations  courts,  because  referrals  may  be  volun- 
tary and  because  an  offense  against  social  laws  may  not  always 

be  involved,  the  situation  may  be  more  favorable  to  social 
treatment. 

There  are  then,  three  functions:  one,  a  social  analysis  to  be 
utilized  in  the  disposition  of  the  case ;  second,  social  treatment 

whenever  possible;  and  third,  continual  research  into  the  re- 

lationship which  social  conditions  and  emotional  maladjust- 
ment bear  to  crime  and  domestic  discord.  This  last  function, 

always  important,  has  especial  significance  at  the  present  time 

because  of  the  nation-wide  interest  in  crime  and  delinquency, 
and  the  several  state-wide  programs  that  represent  organized 

community  drives  toward  prevention.25 

Clinics  in  educational  institutions 

Clinics  connected  with  educational  institutions  are  another 

interesting  group.  The  role  of  social  worker  in  educational 

institutions  is  discussed  in  detail  in  Chapter  Five.  However, 

25  For  the  description  of  a  concerted  community  attack  on  delinquency  and 
crime,  see  Section  I,  The  Community  Approach  to  Delinquency  Prevention, 
Year  Book  of  the  National  Probation  Association,  1936,  New  York,  The  As- 
sociation. 
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brief  mention  may  be  made  here  of  the  clinics,  again  few  in 
number,  established  within  colleges  and  universities  to  serve 
the  student  body. 

The  role  of  psychiatric  social  workers  in  such  clinics  is  not 

clear  cut.  Several  factors  operate  to  give  the  work  certain 

emphases  not  present  in  the  hospital  or  court  clinics.  The  prob- 
lems handled  are  in  general  less  acute  and  emotional  diffi- 

culties less  advanced  than  those  seen  in  these  other  clinics. 

While  within  any  large  student  body  definite  psychoneurosis 

or  psychoses  may  occur,  most  problems  represent  maladjust- 
ment in  young  people  still  able  to  function  with  a  fair  degree 

of  success.  Failure  in  school  work — failure  due  not  so  much 

to  intellectual  handicaps  as  to  emotional  conflicts  and  social 

conditions — represent  one  chief  starting  point  for  work.  So- 
cial maladjustment,  inability  to  make  friends,  undue  concern 

over  slight  physical  handicaps,  or  inability  to  win  favor  with 

members  of  the  opposite  sex,  represent  another  group  of  prob- 

lems that  bring  many  students  voluntarily  to  the  clinic.  Atti- 
tudes toward  authority,  hostility,  rebellion,  and  the  like  affect 

adversely  faculty  and  student  relationships.  The  whole  prob- 

lem of  inability  to  break  away  from  the  security  and  protec- 
tion of  home  and  family  and  the  relationship  of  such  depend- 

ency to  college  work  and  social  adjustment  is  a  common  one 

among  young  college  students. 
Study  of  home  and  social  background  is  a  less  important 

phase  of  the  social  worker's  task,  partly  because  students  are 
away  from  the  home  situation,  partly  because  usually  work 

with  young  people  is  carried  on  directly  with  them.  In  the  few 
college  clinics  which  have  social  workers  on  the  staff,  we  find 

one  phase  of  her  task  the  handling  of  initial  interviews  with 

students  who  are  referred  or  who  come  voluntarily.  Such  in- 
terviews provide  opportunity  for  informal  discussion  of  their 

problem  as  they  see  it,  and  explanation  of  the  nature  of  the 
service  that  the  clinic  offers.  The  social  worker  may,  under 
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the  psychiatrist's  direction,  interview  parents  in  cases  where 
administrative  action  requires  it  or  in  rare  cases  of  advanced 

emotional  disturbance  where  parental  assistance  is  required. 

She  may,  in  certain  cases,  interview  faculty  or  administrative 

officers  when  adaptation  in  program  or  work  is  a  part  of  treat- 

ment. And  she  may,  again  in  certain  cases,  carry  full  respon- 

sibility for  treatment  interviews  with  the  student,  in  consul- 

tation with  the  psychiatrist — a  development  of  her  function 
which,  as  we  have  seen,  is  viewed  with  concern  in  some  quar- 

ters and  approval  in  others. 

In  general,  the  work  of  social  workers  in  the  clinic  of  an 
educational  institution  is  less  well  established,  the  limits  less 

clear  cut,  and  the  division  between  study  and  treatment  less 

distinct  than  in  the  other  types  of  clinics  described.  Work- 
ing relationships  between  psychiatrist  and  social  worker  also 

are  less  clearly  defined. 

Recent  developnents  in  specialized  services 

Clinics  under  the  auspices  of  churches  are  again  too  few  and 
too  new  to  offer  at  this  stage  a  very  definite  picture.  The  few 

that  do  exist  have  grown  out  of  the  realization  on  the  part  of 

certain  religious  leaders  of  the  nature  of  the  emotional  prob- 
lems of  the  people  who  come  to  psychiatrists  for  help.  Here, 

as  in  the  colleges,  the  clinic  has  an  opportunity  to  work  with 

emotional  maladjustments  which  have  not  yet  reached  an 
acute  stage.  Problems  of  marital  discord,  family  relationships, 

the  many  problems  involved  in  sex  adjustment  in  both  its  in- 
dividual and  social  aspects,  concern  and  bewilderment  occa- 

sioned by  religious  doubts,  dependency  upon  families,  again 
represent  difficulties  which  individuals  bring. 

One  significant  recent  development,  in  churches  as  well  as 
elsewhere,  is  the  interest  in  the  marriage  clinic,  its  service 

offered  primarily  to  young  married  or  engaged  couples.  To 
one  such  clinic  a  young  woman  who  had  recently  broken  off 



T52  Psychiatric  Social  Work 

her  engagement  came  for  help  in  clarifying  her  own  prob- 
lem. Even  though  she  had  taken  action  about  the  situation,  she 

was  disturbed  about  her  own  "problem"  as  she  termed  it.  In 
her  discussion  of  the  problem  she  revealed  a  fear  of  physical 
sex  relationship,  a  rather  strong  homosexual  tendency,  some 
guilt  over  a  minor  childhood  sex  experience,  and  withal  a 

strongly  expressed  desire  to  become  a  "normal"  person,  which 
to  her  meant  ability  to  marry  and  establish  her  own  family. 
Here  is  a  typical  problem  coming  to  a  marriage  clinic. 

The  role  of  psychiatric  social  worker  in  such  problems  is 
again  nebulous  as  seen  in  relationship  with  psychiatric  service. 

Study  of  social  situations  plays  a  less  important  part  in  such 
situations  than  it  does  in  a  hospital  or  court.  Work  is  carried  on 

to  a  large  extent  directly  with  the  client,  and  analysis  of  social 
factors,  where  indicated,  is  based  on  data  emerging  from  that 

direct  relationship.  The  social  worker's  role  may  consist  of 
initial  interviews  to  acquaint  the  young  person  with  the  work 
of  the  clinic  and  to  organize  and  analyze  data  concerning  the 
social  situation  which  will  aid  the  psychiatrist  who  carries  on 

the  treatment.  Or  she  may  share  increasingly  in  the  process  of 
treatment  itself.  The  development  of  function  of  psychiatric 
social  work  in  the  clinic  under  religious  auspices  or  in  the  more 

specialized  marriage  clinic  is  bound  up  with  the  relationship 
of  psychiatrist  and  social  worker  in  the  process  of  treatment. 
It  is  a  function  that  needs  continuous  study. 

Lastly,  some  mention  should  be  made  of  the  life  adjustment 
centers.  There  were  two  such  centers  in  1933,  one  of  which 

has  since  been  discontinued.  As  independent  organizations  they 

represent  an  attempt  to  meet  the  needs  of  persons  whose  means 

would  not  permit  private  psychiatric  treatment,  but  who  ordi- 
narily would  not  take  their  troubles  to  a  clinic  sponsored  by  a 

hospital  or  social  agency,  and  whose  difficulties  are  not  suffi- 
ciently marked  to  cause  them  to  be  referred  to  such  agency  by 

relatives  or  friends.  The  center  serves  a  group  generally  func- 



In  Hospitals  and  Clinics  I53 

tioning  in  the  community,  who  present  to  the  clinic  a  rather 
favorable  outlook  for  treatment  because  of  intellectual  ability 

and  social  resources  which  may  be  utilized.  Both  children  and 

adults  are  included  in  the  clientele,  the  larger  proportion,  how- 
ever, being  adults. 

In  the  reports  of  these  two  centers  we  find  again  a  lessened 

emphasis  on  the  formal  social  history,  flexible  working  rela- 

tionship of  psychiatrist  and  social  worker,  and  increasing  par- 
ticipation of  social  worker  in  a  treatment  relationship  with  the 

client.  The  extent  to  which  the  social  worker  carries  such  re- 

sponsibility is  dependent  upon  the  type  of  problem,  whether 
mild  or  advanced,  the  contact  established  with  the  client,  and 

to  some  extent  the  amount  of  time  given  by  the  psychiatrist.26 
The  life  adjustment  center,  the  marriage  clinic,  and  the 

service  in  an  educational  institution  offer  excellent  opportuni- 

ties for  study  of  the  joint  contribution  of  psychiatry  and  psy- 
chiatric social  service  in  the  treatment  of  emotional  problems. 

They  provide  experience  which  should  develop  a  sound  basis 

for  distinguishing  between  problems  that  will  respond  to 

rather  simple  common-sense  procedures  and  those  requiring 

intensive  work.27  Such  study  should  result  in  a  surer  recogni- 
tion, early  in  the  relationship  with  clients,  of  those  capable 

of  responding  to  help  given  in  a  few  brief  interviews  and 

those  needing  long-term  treatment — all  of  which  might  aid 
in  clarifying  the  area  in  which  a  psychiatric  social  worker 

may  safely  extend  her  responsibility  for  a  treatment  relation- 
ship and  where  she  may  not.  Extension  of  the  psychiatric  social 

26  This  last  seems  an  important  factor.  In  cases  where  the  psychiatrist  gives 
only  part  time  or  limited  service  on  a  volunteer  basis,  more  responsibility  for 
continued  contact  is  delegated  to  the  social  worker. 

27  One  clinic  made  a  beginning  classification  of  its  clients,  as  follows:  those 
who  in  merely  telling  their  story  find  an  emotional  release  and  gain  sufficient 
perspective  to  go  back  and  solve  their  own  problems  j  those  who  readily  take 
hold  of  their  own  situation  after  a  few  talks  with  the  psychiatrist  and  for 
whom  a  new  orientation  and  perspective  is  sufficient  for  a  solution  ;  and  those 
with  complex  and  involved  problems  who  are  unable  to  understand  or  work 
them  out  themselves. 
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worker's  function  into  a  treatment  relationship  should  be  based 
upon  a  careful  analysis  and  study  of  problems  and  the  results 

of  different  types  of  treatment  rather  than  upon  such  con- 
siderations as  the  amount  of  time  a  busy  psychiatrist  is  able 

to  give  or  his  personal  convictions  about  what  a  psychiatric 
social  worker  should  do.  Centers  in  which  such  extension  of 

function  is  occurring  provide  the  best  resources  for  such 
study. 

CHILD  GUIDANCE  CLINICS 

Psychiatric  social  work  in  connection  with  child  guidance 
work  is  rather  more  widely  publicized  and  therefore  more 
generally  known  than  are  some  of  the  other  fields  of  activity 

included  in  the  study.  Recent  publications28  have  made  it  pos- 
sible for  interested  readers  to  familiarize  themselves  with  the 

general  organization  of  child  guidance  clinics,  their  purpose, 
and  the  role  played  by  the  social  workers.  Such  being  the  case, 
it  seems  advisable  to  discuss  organization  and  general  purpose 
of  the  work  in  brief  outline  only  and  to  emphasize  some  of  the 

factors  that  have  given  rise  to  special  emphases  and  adaptation 
in  the  role  of  the  child  guidance  worker. 

The  freedom  generally  granted  to  psychiatric  social  work- 
ers for  the  development  of  their  share  of  the  program,  and 

their  contribution  to  educational  work,  have  already  been  men- 
tioned. We  have  seen  how  child  guidance  clinics  generally 

provide  joint  study  and  treatment  by  psychiatrist,  psycholo- 
gist, and  social  worker.  As  in  the  adult  clinics,  the  social  worker 

is  responsible  for  study  and  analysis  of  the  social  situation  of 
the  child  in  his  relationships  with  family,  school  associates, 

playmates,  and  community  groups.  In  close  association  with 

the  clinic  staff  she  is  responsible  for  carrying  out  social  treat- 
28  For  example,  George  S.  Stevenson  and  Geddes  Smith,  Child  Guidance 

Clinics:  A  Quarter  Century  of  Development,  New  York,  Commonwealth  Fund, 

1934;  Paul  Schroeder,  Child  Guidance  Procedures,  New  York,  Appleton-Cen- 

tury,  19375  Helen  Leland  Witmer,  Psychiatric  Clinics  for  Children,  With 

Special  Reference  to  State  Programs,  New  York,  Commonwealth  Fund,   1940. 
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ment,  that  is,  working  out  with  the  child's  family  and  asso- 
ciates whatever  measures  are  indicated  to  ameliorate  the  emo- 

tional burden  the  child  is  carrying  and  to  help  him  achieve  a 

more  effective  adjustment.  Just  what  the  worker  does  and  the 

way  she  goes  about  her  task  depends  definitely  upon  the  par- 
ticular organization  of  the  clinic,  its  purpose,  and  its  affiliations, 

and  upon  the  clientele  served.  Obviously,  psychiatric  social 
work  in  a  busy  traveling  clinic  covering  a  large  area  would  be 
different  from  work  in  a  clinic  established  within  and  serving 

one  community.  In  the  former,  emphasis  is  placed  upon  diag- 
nostic work,  the  policy  of  the  clinic  being  to  leave  the  respon- 

sibility for  treatment  in  the  hands  of  community  agencies,  par- 
ents, teachers,  social  workers  in  touch  with  the  child  $  here  the 

function  of  the  worker  is  largely  study  and  analysis,  consulta- 

tion with  community  agencies,  follow-up,  assistance  in  the 
plans  for  the  child.  In  the  second,  she  carries  responsibility  for 

study  and  analysis  and  social  treatment. 
Likewise  the  auspices  under  which  a  clinic  operates  affects 

her  work  with  children  and  with  co-workers.  Work  in  a  clinic 

sponsored  by  a  public  school  reveals  emphases  different  from 

those  in  a  children's  hospital,  a  day  nursery,  an  orphanage,  or 
a  juvenile  court.  Differences  appear  in  the  type  of  problem, 

relationships  with  co-workers,  amount  of  time  spent  in  direct 
contact  with  families,  consultation  with  co-workers,  coopera- 

tive relationships  with  social  agencies,  or  responsibility  for 
educational  work.  However,  with  such  differences  in  mind, 

the  scope  of  activities  may  still  be  described  in  general  terms. 
Psychiatric  social  work  in  child  guidance  clinics,  like  the  work 

in  psychiatric  clinics  for  adults,  consists  of  study,  analysis,  and 
treatment  of  the  social  situation  as  it  is  related  to  the  emotional 

problem  of  an  individual,  as  well  as  of  cooperative  work  with 

community  agencies  and  participation  in  a  program  of  mental 
hygiene  education. 

In  child  guidance  work,  however,  there  is  an  essential  ele- 
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ment  that  has  inevitably  affected  the  growing  function  of 

psychiatric  social  work.  Child  guidance  clinics  deal  with  indi- 

viduals at  a  time  when  they  are  dependent  upon  their  sur- 

roundings, when  ways  of  reacting — patterns  of  behavior — are 
being  formed.  This  seems  to  state  the  obvious,  as,  of  course,  it 

does.  However,  two  related  elements  were  not  so  obvious  at 

the  beginning  of  child  guidance  work  but  were  revealed  by 

later  events.  These  elements  are  recognition  of  the  extent  to 

which  treatment  of  parents  must  be  carried  along  with  treat- 
ment of  the  child,  and  a  new  understanding  of  the  nature  of 

the  relationships  involved  when  treatment  of  child  and  parent 

progress  together.  The  growing  realization  of  the  full  extent 

of  the  problem  of  dealing  with  children  dependent  upon  the 

emotional  life  of  parents  and  the  development  of  procedures 

in  dealing  with  children  and  parents  together  are  providing  a 

fascinating  new  chapter  of  the  story  of  child  guidance  clinics. 

The  story  is  not  finished  and  its  general  outline  only  can  be 

presented  here.  But  it  is  one  in  which  the  psychiatric  social 

worker  is  playing  a  significant  role. 

New  concepts  of  behavior  are  being  increasingly  accepted 

by  those  who  deal  with  children.  One  main  thesis  is  that  be- 

havior is  generally  an  attempt — with  young  children  often  a 

blind  attempt — to  maintain  equilibrium,  to  build  up  security 
and  status  in  a  social  group.  The  young  child  does  not  know 

why  he  reacts  as  he  does,  is  often  unable  to  express  his  difficul- 
ties. He  is  reacting  to  acute  discomfort  which  he  feels  but  does 

not  understand.  He  is  meeting,  often  ineffectively,  conflicting 

demands  placed  upon  him  by  parents,  teachers,  friends.  He  is 

in  conflict  himself,  attempting  to  work  out  some  kind  of  har- 
mony between  his  own  emotional  needs  and  the  requirements 

of  the  social  group  that  stands  in  the  position  of  authority.  The 

child  guidance  clinic  meets  disturbed  children  at  a  time  when 

family  relationships  are  being  formed,  and  when  problems 

may  oftentimes  be  seen  clearly  in  relation  to  the  circumstances 
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that  produced  them.  Study  and  treatment  of  children  involve 

study  and  treatment  of  parents.29 
In  relationship  with  parents,  particularly  with  mothers,  the 

psychiatric  social  worker  has  played  an  increasingly  significant 

role.  Contact  with  the  parents  has  always  been  regarded  as  a 

part  of  the  social  worker's  task,  described  as  responsibility  for 
interpreting  to  the  parents  the  problem  of  the  child  as  re- 

vealed to  the  clinic,  and  of  attempting  to  change  the  parents' 
attitudes,  methods  of  discipline,  ways  of  reacting  to  the 

child's  behavior.  As  Dr.  Stevenson  has  pointed  out,  in  "the 

early  days  of  child  guidance"  the  worker  in  carrying  out  that 
responsibility  "tried  to  clear  away  parental  barriers  to  the 

child's  development  by  explaining  them  and  trusting  to  the 

mother's  intelligence  to  act  on  the  explanation,  or  by  making 
specific  suggestions  and  expecting  the  mother  to  follow 

them."30  Child  guidance  practice  over  the  last  ten  years  or 
more  has  altered  this  concept  of  work  with  parents.  It  has 

been  discovered  that  while  explanation,  reasoning,  suggestion 

may  be  effective  in  certain  cases,  in  many  others  results  are 

not  obtained  that  way.  Emotional  difficulties  in  parents  pre- 
vent response  to  such  methods,  even  when  advantage  to  the 

child  is  recognized,  and  make  the  carrying  out  of  suggestions 

impossible.  Continual  failure  with  treatment  plans  made  by 
the  clinic  staff  and  explained  to  parents  set  child  guidance 

clinics  upon  the  task  of  studying  parent  problems,  of  causes 
for  attitudes  that  stood  in  the  way  of  treatment,  and  of  the 

relationships  between  parents  and  staff.  As  a  result,  with  cer- 

29  For  interesting  discussions  of  the  way  parent  problems  affect  character 
development  of  children,  see  Margaret  E.  Fries,  Factors  in  Character  Develop- 

ment, Neuroses,  Psychoses,  and  Delinquency,  American  Journal  of  Orthopsy- 
chiatry, 7:142,  April  19375  Helen  Witmer  and  others,  The  Outcome  of  Treat- 

ment of  Children  Rejected  by  Their  Mothers,  Smith  College  Studies  in  Social 
Work,  8:187,  March  19385  Ruth  Gottemoller,  The  Influence  of  Certain  As- 

pects of  the  Home  Environment  on  the  Adjustment  of  Children  to  Kinder- 
garten, ibid,.,  9:303,  June  1939. 

30  Stevenson  and  Smith,  of.  cit.,  p.  91. 
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tain  difficult  problems,  reasoning,  explanations,  and  sugges- 

tions have  given  way  to  a  different  approach  to  the  parent.31 
To  social  workers  in  many  clinics  has  fallen  the  responsi- 

bility for  working  out  that  new  approach  when  direct  meth- 
ods of  explanation  and  reasoning  have  failed.  Esther  Heath 

describes  changing  procedures  in  The  Approach  to  the  Par- 

ent?2 In  essence  the  changes  seem  to  involve  recognition  that 
the  parents'  problems  are  as  real  as  the  child's  and  need  as 
careful  consideration.  The  focus  of  interest  has  shifted,  there- 

fore, from  the  child  (and  the  attempt  to  change  the  parents' 
attitudes  so  that  the  child  might  adjust)  to  an  interest  in  the 

parents'  difficulty  for  itself,  without  the  constant  reference 
to  its  relation  to  the  child  and  without  the  emphasis  on  the 

need  for  immediate  change.  Such  a  change  in  emphasis,  in 
itself,  relieves  the  parent  of  the  need  for  building  up  defenses 

against  the  implied  criticism  that  inevitably  resulted  from 

active  efforts  to  interpret  to  parents  the  effect  of  their  atti- 

tudes upon  the  child's  behavior.  The  worker  has  discarded 
her  former  role  of  interpreter  to  parent,  becoming  a  person  to 

whom  the  parent  may  express  freely  problems  and  difficulties 
and  by  this  process  work  toward  a  new  understanding  and 
more  effective  handling  of  them. 

This  changing  role  of  social  worker  in  relationship  with 
parents  is  one  phase  of  the  share  in  the  process  of  treatment. 
There  is  a  second  aspect  which  should  be  mentioned.  Clinics 

engaged  in  treating  both  child  and  parents  soon  discovered 

that  there  were  difficulties  when  one  person  handled  the  con- 
tacts with  both  parent  and  child.  Psychiatrists  carrying  on 

interviews  with  both  child  and  parent  found  that  in  certain 

cases  such  a  program  resulted  in  fears,  suspicion,  jealousy, 

concern  about  what  one  was  saying  about  the  other,  and  gen- 
eral inability  to  discuss  the  situation  freely.  This  problem  has 

31  For  further  discussion,  see  pages  222-223. 
32  The  Aff  roach  to  the  Parent:  A  Study  in  Social  Treatment ,  New  York, 

Commonwealth  Fund,  1933. 
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been  generally  recognized  and  often  discussed,  but  with  no 

general  agreement  as  to  its  solution.  In  some  child  guidance 

clinics,  there  is  a  general  policy,  in  situations  where  such  com- 
plications arise,  that  the  psychiatrist  works  with  the  child  and 

the  social  worker  with  the  parent,  or  vice  versa,  each  sharing 

in  the  process  of  treatment.33 
"Attitude  therapy,"  discussed  in  Chapter  Six,  is  a  definite 

outgrowth  of  the  psychiatric  social  worker's  increasing  par- 
ticipation in  a  total  treatment  situation.  Representing  a  care- 

fully controlled  experimental  venture  in  one  center,  later 
extended  to  others,  it  nevertheless  is  a  part  of  a  more  general 

and  gradual  change  in  relationship  between  psychiatrist  and 
social  worker  in  dealing  with  emotional  problems. 

The  beginning  of  child  guidance  work  revealed  an  attempt 

to  make  clear  distinctions  between  social  and  emotional  prob- 
lems, an  endeavor  to  distinguish  the  function  of  social  worker 

from  the  function  of  psychiatrist,  the  adherence  to  a  rather 

rigid  concept  of  study,  analysis,  and  treatment,  and  a  tend- 
ency to  regard  treatment  of  the  child  and  work  with  the  par- 

ents as  separate  functions.  Such  distinctions  and  classifications 

are  breaking  down  in  many  clinics,  due  to  the  realization  that 

social  and  emotional  problems  cannot  be  separated,  that  emo- 
tional difficulties  of  parents  and  behavior  of  children  are  in- 

evitably interrelated,  that  study  and  treatment  are  not  sepa- 
rate entities  but  rather  one  unified  process.  An  unhappy  or 

troublesome  child  represents  a  total  situation  which  must  be 

treated  as  such  and  cannot  be  broken  down  into  compart- 
ments, each  representing  an  area  in  which  a  specialist  operates. 

Both  social  worker  and  psychiatrist  are  now  concerned  with 

the  discovery  of  the  attitudes  parent  and  child  have  toward 

any  social  situation — these  emotional  factors  that  determine 
to  such  a  large  extent  the  capacity  of  an  individual,  child  or 

33  See  Irma  Mohr,  Current  Treatment  Practice  in  Child  Guidance  Clinics, 
News-Letter  of  the  American  Association  of  Psychiatric  Social  Workers,  Sum- 

937- 
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adult,  either  to  respond  to  changed  social  conditions,  or  to  act 

upon  explanation  or  direct  suggestion.  In  study  and  treat- 
ment, therefore,  the  common  ground  that  lies  between  social 

and  psychiatric  study  has  steadily  widened.  That  common 

ground  represents  a  joint  quest  into  a  study  of  attitudes,  and 

an  experimental  search  for  new  ways  of  meeting  and  han- 
dling them.  In  child  guidance  work  this  joint  endeavor  is 

especially  evident. 



CHAPTER    FIVE 

Psychiatric  Social  Workers  in  Mental  Hygiene 
Education 

FOUR  types  of  agencies  have  sought  the  contribution  of 

psychiatric  social  workers  in  mental  hygiene  programs. 

They  are  public  health  nursing  organizations,  educational  in- 

stitutions, family  welfare  agencies,  and  mental  hygiene  so- 

cieties.1 
The  absorption  of  mental  hygiene  in  education  and  public 

health  has  been  rapid.  Public  schools  are  increasingly  com- 
mitted to  a  study  of  conditions  conducive  to  sound  mental 

health  of  children  in  the  classroom.2  In  health  work  gener- 
ally, in  schools  and  in  the  community,  there  is  growing  aware- 
ness of  emotional  attitudes  that  help  or  hinder  the  work. 

Utilization  of  the  services  of  the  psychiatric  social  worker 

represents  one  phase  of  a  general  program  resulting  from 
many  influences.  In  both  areas,  the  function  of  the  psychiatric 

social  worker  has  involved  the  adaptation  of  training  and  ex- 
perience in  social  work  to  the  interests  and  activities  of  an- 

other field. 

1  This  chapter  is  concerned  with  the  first  two  only.  Discussion  of  the  con- 
tribution of  the  psychiatric  social  worker  to  the  programs  of  the  family  wel- 

fare agency  was  omitted  because  positions  as  specialists  in  mental  hygiene  were 
few  and  of  brief  duration;  they  represent  a  passing  phase  in  the  absorption  of 

mental  hygiene  into  social  work  (see  pages  23—27  and  69—73).  Discussion  of 
the  role  of  the  psychiatric  social  worker  in  mental  hygiene  societies  and  state 

departments  of  mental  hygiene  was  omitted  because  the  subject  seemed  to  be 

adequately  covered  in  earlier  chapters  (see  pages  22-23  and  66-68).  For  the 
history  of  the  development  of  the  work  in  public  health  nursing  organizations 

and  educational  institutions,  see  pages  63-66  and  68—69. 

2  Mention  should  be  made  here  of  two  recent  publications  dealing  with  this 
subject:  W.  Carson  Ryan,  Mental  Health  through  Education,  New  York,  Com- 

monwealth Fund,  1938,  and  Daniel  A.  Prescott,  Emotions  and  the  Educative 
Process,  Washington,  American  Council  on  Education,  1938. 
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PUBLIC  HEALTH  NURSING  ORGANIZATIONS 

In  the  field  of  public  health  nursing,  the  contribution  of 

the  psychiatric  social  worker  was  sought  to  help  the  staff 

nurses  to  recognize  more  clearly  mental  health  problems  as 

well  as  problems  of  physical  health  and  disease,  and  to  enable 

them  to  share  more  adequately  in  a  community  program  of 

education  and  prevention.  Workers  who  became  the  first 

"mental  hygiene  supervisors"  in  public  health  nursing  agen- 
cies accepted  this  general  aim.  The  aim  itself  had  already  been 

clearly  formulated  by  leaders  in  the  field  of  public  health, 

but  the  methods  by  which  it  could  be  achieved  remained  to 

be  worked  out  in  each  agency,  through  joint  planning  by  the 
director  and  the  new  worker. 

Pioneering  work  was  begun  in  a  few  public  health  nursing 

agencies.  Then,  as  always  in  the  development  of  a  new  type 

of  work,  the  function  became  a  subject  for  definite  study.  The 

American  Association  of  Psychiatric  Social  Workers  in  May 

1928  appointed  the  Committee  on  Psychiatric  Social  Work  in 

Public  Health  Organizations 3  in  1930,  the  Joint  Committee 

of  the  American  Association  of  Psychiatric  Social  Workers 

and  the  National  Organization  for  Public  Health  Nursing 
was  formed. 

In  1930  the  newly  appointed  committee  sent  a  question- 
naire to  fourteen  public  health  nursing  organizations  that 

employed  psychiatric  social  workers.  There  were  twelve  re- 
plies. In  spite  of  the  fact  that  these  twelve  workers  were 

widely  scattered  and  that  the  programs  had  developed  inde- 
pendently, there  was  definite  similarity  in  the  descriptions  of 

function.  The  aims  of  the  educational  programs  were  almost 

identical.  Summarized,  they  were  as  follows:  (1)  to  help  the 

nurse  to  do  better  family  health  work;  (2)  to  develop  in  the 

nurse  a  greater  ability  to  recognize  mental  maladjustment ; 

(3)  to  distinguish  between  problems  in  her  province  (such  as 

habit  training  and  antepartum  care)  and  those  needing  inten- 
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sive  psychiatric  treatment ;  (4)  to  familiarize  the  nurse  with 

the  work  of  psychiatric  clinics,  and  to  aid  in  better  coopera- 
tive work  between  the  nurse  and  clinics  as  well  as  other  agen- 
cies in  the  community. 

Additional  material  was  obtained  from  these  centers  dur- 

ing the  years  1 930-1936  by  means  of  the  annual  reports  of 
the  organizations,  the  reports  of  the  Joint  Committee  of  the 
National  Organization  for  Public  Health  Nursing  and  the 

AAPSW,  descriptions  of  the  work  submitted  by  the  workers 
themselves  and  informal  discussions  with  them,  and  current 

articles.  There  was  no  increase  during  this  period  in  the  num- 
ber of  public  health  nursing  agencies  employing  psychiatric 

social  workers  as  mental  hygiene  supervisors.3  The  material 
subsequent  to  the  1930  study  revealed  the  same  general  aims 
and  methods  of  achieving  them,  although  there  were  changes 

in  emphasis. 

All  twelve  of  the  mental  hygiene  supervisors  were  giving 

courses  in  mental  hygiene  to  all  members  of  the  staff,  all 

were  holding  regular  informal  group  discussions  with  the 

staff  in  each  district,  and  all  were  engaged  in  consultation 

with  nurses  who  brought  in  some  of  their  most  difficult  prob- 
lems for  discussion.  As  a  rule,  also,  the  supervisor  accom- 

panied nurses  on  certain  home  visits,  the  amount  of  time 

spent  varying  widely.  The  purpose  of  such  visits  was  two- 
fold: first,  to  acquaint  the  mental  hygiene  supervisor  with  the 

types  of  problems  the  nurse  was  handling,  and,  second,  to 
assist  the  nurse  in  improving  her  approach  to  the  family,  in 

recognizing  more  adequately  the  factors  underlying  attitudes 

that  make  cooperation  difficult  or  impossible,  and  in  handling 
interviews  more  effectively. 

Only  one  aspect  of  the  work  showed  marked  variation  as 

3  In  1936  there  were  twelve  public  health  nursing  agencies  employing  psy- 
chiatric social  workers  as  mental  hygiene  supervisors.  Within  the  membership 

of  the  AAPSW  there  were  four  workers  so  employed  in  1928,  twenty  in  1932, 
eleven  in  1936,  and  ten  in  1940. 
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well  as  difference  of  opinion  among  the  group  as  to  its  place 

in  a  public  health  nursing  organization,  namely,  the  assump- 
tion by  the  mental  hygiene  supervisor  of  responsibility  for 

the  social  treatment  of  certain  difficult  cases.  Such  activity 
was  not  general.  A  few  supervisors  reported  that  they  carried 
cases  in  situations  where  families  were  referred  to  a  men- 

tal hygiene  clinic4  when  intensive  social  work  was  required. 
Others  carried  a  few  cases  for  "demonstration  material  only." 
Still  others  reported  that  because  of  heavy  case  load  of  local 

agencies,  or  inadequate  clinic  facilities,  the  psychiatric  social 
worker  carried  a  small  case  load  for  intensive  work.  How- 

ever, there  was  rather  general  agreement  that  case  work — 
except  as  definitely  related  to  the  educational  program — 
should  not  generally  be  considered  a  part  of  the  mental  hy- 

giene supervisor's  work. 
Courses  in  mental  hygiene  were  a  part  of  the  program  in 

all  of  the  public  health  nursing  agencies.  Complete  outlines 

of  courses,  submitted  by  twelve  supervisors,  revealed  widely 
varied  content.  In  some,  considerable  time  was  devoted  to  a 

study  of  mental  disease  and  mental  defect.  In  others,  the 

course  emphasized  study  of  representative  fields  of  psychol- 
ogy, including  the  contribution  from  psychoanalysis.  In  many 

cases,  psychologists  or  psychiatrists  contributed  this  part  of 

the  course.  In  the  majority,  however,  emphasis  was  placed 
upon  the  more  practical  problems  of  childhood  development, 

parent-child  relationships,  study  of  community  agencies. 
Topics  that  appeared  in  almost  every  course,  and  that  formed 
the  entire  outline  in  a  few,  are  as  follows: 

The  mental  hygiene  movement,  its  aims  and  purposes,  in  re- 
lation to  public  health  nursing. 

Mental  disease,  with  emphasis  not  so  much  on  either  classifi- 
cation or  treatment,  but  on  current  misconceptions  concerning 

the  whole  subject  and  desirable  attitudes  toward  it. 

4  Two  public  health  nursing  agencies  maintained  mental  hygiene  clinics  (one 
since  discontinued),  others  worked  closely  with  such  a  clinic  in  the  community. 
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Childhood  development,  with  emphasis  on  emotional  develop- 

ment, parent-child  relationships,  unfavorable  attitudes,  causes  of 
maladjustment. 

Habit  training  and  the  emotional  problems  involved. 

Parental  attitudes,  and  the  causes  underlying  the  general 

problems  of  lack  of  cooperation. 

Record  keeping:  how  material  dealing  with  attitudes  and 
emotional  difficulties  can  best  be  incorporated  in  the  records. 

Community  resources,  with  especial  reference  to  work  of 

child  guidance  clinics  and  preparation  of  social  histories  in  refer- 
ring children  to  such  clinics. 

Such  courses  were  designed  for  the  entire  staff.  In  several 

of  the  large  organizations,  the  course  was  given  each  year  to 
new  appointees.  In  addition,  in  cities  such  as  Boston  and 

Cleveland  where  there  were  schools  of  public  health  nurs- 
ing, the  mental  hygiene  supervisor  gave  a  similar  course  for 

young  nurses  in  training,  and  also  shared  in  the  supervision 
of  students  who  spent  a  period  of  field  experience  with  the 

organization.  The  material  shows  a  significant  change  of  em- 
phasis over  a  period  of  years.  Topics  closely  linked  with  the 

actual  problems  met  by  the  nurses  supplanted  more  theo- 
retical material  concerning  mental  disease  and  defect,  mental 

mechanisms,  psychological  types,  and  the  contribution  of  the 

various  schools  of  psychology.  The  conviction  underlying  this 
changed  emphasis  was  well  expressed  in  one  of  the  annual 

reports  of  a  mental  hygiene  supervisor:  "Unless  the  super- 
visor is  able  to  correlate  mental  hygiene  into  the  everyday 

field  experience  of  the  nurse,  the  time  spent  in  theoretical  dis- 
cussion will  not  return  a  maximum  result  to  either  the  student 

or  the  district."5 
There  were  similar  changes  in  the  type  of  illustrative  case 

material  used.  In  a  few  of  the  first  courses  outlined,  case 

material  was  drawn  largely  from  the  past  experience  of  the 

5  Annual  report  for  1934  (unpublished)  of  Irene  Bower,  Mental  Hygiene 
Supervisor,  Visiting  Nurse  Association,  Cleveland,  Ohio. 
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psychiatric  social  workers  in  child  guidance  or  mental  hygiene 

clinics.  Gradually,  illustrative  material  drawn  from  the 

nurse's  own  daily  experience  with  her  clients  came  to  be  the 
chief  basis  for  case  discussion.  A  change  was  also  evident  in 

the  type  of  problem  brought  to  the  mental  hygiene  supervisor 

by  the  nurses  themselves.  "At  first  mental  defects  and  mental 
disease  made  up  a  large  part  of  the  cases  selected  for  referral, 

and  type  of  help  wanted  was  to  be  relieved  of  the  case  or  to 

be  given  a  specific  'cure.'  As  the  work  progressed,  the  cases 
lay  more  in  the  group  of  .  .  .  incipient  problems  and  the 

help  required  was  interpretation  or  advice."6 
A  change  in  methods  accompanied  these  changes  of  empha- 
sis in  content.  As  the  mental  hygiene  supervisor  adapted  her 

work  to  the  agency,  the  more  formal  course  was  almost  en- 

tirely done  away  with.  Informal  group  discussions  and  con- 
sultation with  individuals  (a  part  of  each  program  from  the 

beginning)  in  many  centers  entirely  superseded  the  larger 

group  meetings  organized  around  a  definite  course  of  study. 

In  one  agency,  even  the  small  informal  group  conference 

gave  way  to  individual  conferences  with  the  nurses. 

It  is  interesting,  also,  that  the  supervisor's  visits  with  the 
nurse  to  the  home  steadily  diminished  as  the  supervisor  her- 

self became  more  thoroughly  familiar  with  the  districts  and 

the  needs  presented  and  the  nurses  became  more  aware  of 

the  emotional  implications  of  their  daily  work.  In  connec- 
tion with  vaccination,  immunization,  nutrition,  antepartum 

care,  or  the  need  for  early  medical  attention,  they  frequently 

found  efforts  blocked  by  prejudice,  superstitions,  firm  belief 

in  old  wives'  tales,  and  sometimes  antagonisms  deeply  rooted 

in  some  previous  unfortunate  experience  with  illness  or  medi- 
cal care.  Also,  even  in  families  where  full  cooperation  was 

obtained,  difficulties  arose.  Every  public  health  nurse  met  the 

6  From  the  193 1  Annual  Report  of  the  Committee  on  Psychiatric  Social 

Work  in  Public  Health  Nursing-  Agencies,  American  Association  of  Psychiatric 
Social  Workers. 
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child  who  refused  to  eat,  who  had  not  established  toilet  habits 

or  a  regular  routine  of  sleep  and  rest.  Such  problems  had  an 
emotional  as  well  as  a  physical  side.  In  situations  where  there 

were  antagonistic  relationships  between  mother  and  child, 
where  an  overanxious  or  too  protecting  mother  affected  the 

reactions  of  the  child,  where  an  underprivileged  or  deprived 
child  found  that  refusal  to  eat,  to  rest,  or  to  establish  toilet 

habits  brought  long  desired  attention,  the  nurse  who  was  able 

to  recognize  causal  relationships  was  far  better  equipped  than 
the  one  who  was  not.  Extreme  reactions  of  this  kind  that  fail 

to  respond  to  advice  and  suggestions  always  need  the  more 
intensive  study  and  care  of  a  clinic.  However,  many  problems 

of  a  less  exaggerated  nature  can  and  should  be  handled  by  the 
nurses  themselves. 

Antepartum  care  presents  mental  hygiene  aspects.  Allaying 

fears  in  regard  to  pregnancy,  clearing  away  misconceptions 
concerning  heredity  or  the  effect  of  prenatal  experiences  upon 
the  child,  being  sensitive  to  the  attitude  of  the  mother  toward 

an  unwanted  child  and  aware  of  physical  symptoms  that  go 

hand  in  hand  with  resentment  toward  pregnancy,  giving  the 
mother  opportunity  to  discuss  these  things,  were  all  examples 

of  a  nurse's  use  of  mental  hygiene  knowledge.  Sex  education 
was  inevitably  a  part  of  a  nurse's  daily  task.  In  such  seem- 

ingly simple  matters  as  preparing  a  girl  for  first  menstruation 

or  handling  the  problem  of  masturbation  in  children  or  ado- 

lescents, the  nurse  could  allay  fears,  clear  up  misconceptions, 
and  advise  mothers  who,  because  of  ignorance  or  their  own 

unwholesome  attitude,  were  unable  to  meet  these  problems 

with  their  children.  One  public  health  nurse,  noticing  the 

mother's  harsh  attitude  and  feeling  of  shame  toward  her 
little  girl  taken  out  of  school  for  treatment  of  vaginitis,  dis- 

covered the  mother's  mistaken  conviction  that  her  child  could 
have  contracted  this  disease  only  through  sex  play,  and  was 
able  to  prevent  serious  consequences  in  the  relationship  of 
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mother  and  child.  Even  in  cases  of  definite  mental  disease, 
the  nurse  has  an  opportunity  to  ease  the  burden  of  the  person 
concerned  until  he  can  receive  treatment,  to  help  the  family 
to  take  a  more  wholesome  attitude  toward  him,  and  thus  to 

assist  in  his  progress.7 
Other  activities  carried  on  by  the  mental  hygiene  super- 

visor should  be  mentioned.  There  was  the  task  of  helping  the 
nurses  to  understand  and  use  more  adequately  the  various 

community  agencies.  The  assumption  of  responsibility  for 

social  case  work  with  certain  families  has  already  been  indi- 
cated, a  function  likely  to  continue,  especially  in  the  public 

health  nursing  organizations  that  maintain  their  own  child 

guidance  clinics.  In  such  organizations,  and  in  those  which 

maintain  close  relationships  with  community  clinics,  the  men- 
tal hygiene  supervisor  took  charge  of  the  details  of  referring 

the  family,  making  appointments,  preparing  or  supervising  the 
preparation  of  the  social  history.  There  was  also  participation 

in  mental  hygiene  education  for  groups  other  than  the  nurs- 

ing staff  and  the  students  in  training.  Mental  hygiene  super- 
visors conducted  discussion  groups  with  parents,  usually  in 

families  connected  with  the  agency  program,  or  assisted  the 

nurses  in  planning  programs  for  mothers'  study  groups. 
There  was  occasional  demand  for  lectures  to  various  com- 

munity groups. 
There  has  been  considerable  discussion  as  to  the  type  of 

training  and  experience  needed  by  the  worker  who  becomes  a 

mental  hygiene  supervisor  in  a  public  health  nursing  agency. 

Two  specific  questions  have  been  raised  in  the  discussions  of 

the  study  committees.  First,  in  a  position  which  did  not,  or 

7  For  further  discussion  of  mental  hygiene  in  public  health  nursing,  see  Ruth 
Gilbert,  Mental  Hygiene  Activities  in  Public  Health  Nursing  Organizations, 
Public  Health  Nursing,  23:470,  October  193  1  5  The  Psychiatric  Social  Worker 

in  the  Public  Health  Agency  (A  Symposium),  Ne-ivs-Letter  of  the  American 
Association  of  Psychiatric  Social  Workers,  January  1 936 j  Ruth  Gilbert,  The 
Public  Health  Nurse  and  Her  Patient,  New  York,  Commonwealth  Fund,  1940. 
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ideally  should  not,  involve  intensive  social  case  work,  is  a 

background  of  experience  in  a  mental  hygiene  or  psychiatric 

dinic  necessary?  And  second,  is  training  and  experience  in  the 

field  of  public  health  nursing  essential? 

There  seemed  to  be  general  agreement  as  to  the  first, 

among  both  members  of  the  committees  and  those  actually 

in  the  work.  It  was  felt  that,  because  of  the  continual  contact 

with  case  problems — even  if  social  case  work  was  not  a  part 

of  the  work — and  the  close  relationship  that  must  be  main- 
tained with  social  agencies,  the  mental  hygiene  supervisor 

should  have  the  full  period  of  training  in  a  school  of  social 

work  and,  in  addition,  case  work  experience  in  a  mental  hy- 

giene clinic  or  psychiatric  agency.  There  was  evident,  how- 
ever, a  growing  conviction  that  experience  limited  entirely  to 

a  mental  hygiene  or  psychiatric  clinic  tends  to  result  in  a  cen- 
tering of  attention  on  definite  maladjustments  and  intensive 

individual  treatment,  to  an  extent  that  makes  it  difficult  for 

the  worker  to  see  clearly  the  purpose  of  the  public  health 

nursing  organization  and  its  emphasis  on  prevention.  In  addi- 
tion, then,  to  experience  in  a  psychiatric  clinic,  experience  in 

an  agency  with  a  more  generalized  purpose,  or  contact  with  a 

program  of  mental  hygiene  education,  is  definitely  recom- 
mended. 

In  regard  to  the  other  question,  whether  the  mental  hy- 

giene supervisor  should  have  public  health  nursing  training 

and  experience,  agreement  is  not  so  general.  The  few  who 

came  to  their  new  work  from  the  public  health  nursing  field 

felt  that  the  experience  was  highly  desirable,  if  not  essential, 

as  it  helped  them  to  adapt  quickly  the  new  mental  hygiene 

program  to  the  needs  of  the  agency.  Others  maintained  that 

actual  experience  in  the  public  health  nursing  field  was  not 

essential,  but  that  the  necessary  knowledge  could  be  obtained 

"on  the  job"  by  means  of  the  close  relationship  with  the  di- 
rector of  the  organization. 
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While  specific  requirements  for  training  and  experience 

were  not  drawn  up,  three  general  recommendations  were 

clearly  indicated.  First,  the  worker  should  have  completed 

the  full  two-year  course  in  psychiatric  social  work  with  field 

experience  in  a  mental  hygiene  or  psychiatric  clinic.  Field  ex- 

perience in  a  family  agency  was  highly  desirable.  Second,  the 

worker  must  be  familiar  with  the  public  health  nursing  field 

and  know  the  purposes  and  problems  of  her  own  particular 

organization.  If  she  herself  had  experience  in  this  field,  this 

first  task  was  made  easy.  If  such  knowledge  was  not  a  part  of 

her  own  experience,  she  must  by  her  own  study  and  efforts 

achieve  it.  And  lastly,  a  position  of  mental  hygiene  supervisor 

in  a  public  health  nursing  agency  is  not  one  that  should  be 

taken  by  the  young  and  inexperienced  graduate  from  a  school 

of  social  work.  Difficulty  in  adapting  a  psychiatric  social  work 

background  to  the  work  of  a  public  health  nursing  agency  is 

very  likely  caused  not  by  lack  of  experience  as  a  public  health 

nurse,  but  by  inexperience  in  any  field.  Mental  hygiene  work 

in  public  health  organizations  is  a  task  that  requires  maturity, 

a  broad  general  experience  in  dealing  with  people,  a  seasoned 

point  of  view  toward  personality  problems,  and  the  confi- 
dence that  comes  from  success  in  human  relationships. 

EDUCATIONAL   INSTITUTIONS 

In  1933  there  were  forty-two  members  of  the  AAPSW 
employed  in  educational  institutions,  exclusive  of  schools  of 

social  work.  Thirty-four  were  working  in  public  schools, 
fourteen  of  whom  were  connected  with  child  guidance  clinic 

organizations  under  boards  of  education.  Seven  were  em- 
ployed in  colleges,  one  in  a  nursery  school.  These  workers 

were  the  nucleus  for  a  study  conducted  in  1933  by  the  Com- 

mittee on  Psychiatric  Social  Work  in  Educational  Institu- 
tions, the  American  Association  of  Visiting  Teachers,  and  the 

director  of  the  present  study. 
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The  survey  became  the  chief  basis  for  the  material  utilized 

in  this  section,  amplified  by  a  subsequent  survey  by  the  AAVT 

and  the  literature  in  the  field.8  The  number  of  workers  in 
public  schools  was  large  enough  to  provide  an  adequate  basis 

for  study,  but  in  the  case  of  the  nursery  schools  and  colleges 

the  numbers  were  too  small  to  give  much  indication  of  de- 
velopments in  the  field.  However,  the  data  were  included 

because  they  did  represent  a  demand  for  the  service  of  psy- 
chiatric social  workers,  and  also  because  they  indicate  the 

nature  of  this  service.  No  additional  surveys  were  made  dur- 

ing the  years  1934-193 8  of  work  done  by  the  members  of 
the  AAPSW  who  were  employed  in  educational  institutions. 

General  contact  with  the  workers,  however,  indicated  that 

the  situation  remained  about  the  same,  both  as  to  numbers  of 

workers  and  as  to  types  of  activities  carried  on.8a 
In  1933  there  were  no  members  of  the  AAPSW  actually 

employed  in  private  schools,  with  the  exception  of  one  asso- 
ciated with  a  teacher  training  program  with  which  several 

private  schools  cooperated.  However,  the  committee  con- 

sidered it  advisable  to  include  the  private  schools,  and  an  in- 
formal letter  was  sent  to  some  two  hundred.  The  results  were 

sufficiently  interesting  to  be  included  in  the  study. 

The  four  groups — public  schools,  private  schools,  nursery 

schools,  and  colleges — are  considered  separately. 

8  Other  sources  were :  reports  of  the  Committee  on  Psychiatric  Social  Work 
in  Educational  Institutions,  1927-1932;  an  unpublished  report,  1931-1932, 
of  the  Sub-Committee  on  College  Mental  Hygiene  of  the  American  Ortho- 
psychiatric  Association}  and  returns  from  an  informal  questionnaire  sent  in 
1933  by  the  Committee  on  Psychiatric  Social  Work  in  Educational  Institutions 

to  a  representative  list  of  private  schools.  The  director  of  the  present  study 
worked  closely  with  the  Committee  on  Psychiatric  Social  Work  in  Educational 

Institutions  during  1932— 1934  in  planning  the  study,  preparing  the  question- 
naire, and  summarizing  the  data.  For  discussion  of  the  relationship  with  the 

visiting  teacher  field,  see  pages  63-66. 

8a  In  1936  there  were  thirty  members  in  public  schools,  seven  in  colleges, 
three  in  nursery  schools.  In  1938  there  were  twenty-three  in  public  schools, 
four  in  colleges,  one  in  a  nursery  school,  and  three  in  private  schools.  In  1940 

there  were  twenty-eight  in  public  schools,  four  in  colleges,  and  none  in  nursery 
or  private  schools. 
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Public  schools 

Sixty-nine  workers  in  public  schools  (sixteen  members  of 
the  American  Association  of  Psychiatric  Social  Workers  and 

fifty-three  members  of  the  American  Association  of  Visiting 

Teachers)  responded  to  the  request  for  material.9  Thirty-nine 
cities  in  twenty-six  states  were  represented.  Data  were  com- 

piled separately  for  each  group;  however,  the  work  carried 

on  by  the  two  groups  proved  to  be  so  nearly  identical  that 

there  seemed  no  reason  for  duplicating  material  by  separate 

presentation.  To  quote  from  the  committee  report: 

In  regard  to  both  organization  and  function,  there  are  no  es- 
sential differences  between  the  two  groups.  In  each,  the  same 

variations  in  organization  are  shown,  from  social  workers  work- 

ing alone  to  organizations  including  psychological  and  psychiat- 
ric services.  .  .  .  Both  groups  show  a  wide  variety  of  functions 

other  than  case  work,  and  these  are  identical  in  nature,  includ- 
ing the  teaching  of  courses  in  mental  hygiene  and  social  work, 

lecturing,  conducting  study  groups,  formal  and  informal  con- 
ferences and  general  educational  work.  Apparently,  the  de- 

mands of  the  community  upon  both  groups  are  about  the  same. 

Both  show  a  steadily  increasing  affiliation  with  the  educational 

field.  In  regard  to  the  social  workers  themselves,  an  additional 

analysis  of  their  experience  records  indicates  that  the  only  differ- 
ence lies  in  the  degree  of  specific  psychiatric  social  work  training 

and  clinical  experience.  Even  this  difference  is  disappearing  as 

the  visiting  teachers  generally  supplement  their  present  equip- 

ment with  additional  training  in  these  directions.10 

9  The  questionnaire  sent  in  1933  to  thirty-four  members  of  the  AAPSW 
brought  sixteen  replies,  one  sent  to  one  hundred  members  of  the  American 

Association  of  Visiting  Teachers  brought  fifty-three  replies.  The  thirty-four 
members  of  the  AAPSW  represented  work  in  eighteen  cities.  In  several  in- 

stances, where  two  or  more  members  were  employed  on  the  same  staff,  a  joint 

return  was  made;  the  sixteen  replies,  therefore,  represent  work  in  thirteen  of 
the  eighteen  cities.  Work  in  the  other  five  was  covered  by  replies  from  the 
visiting  teacher  group. 

10  For  a  summary  of  the  report  of  the  Committee  on  Psychiatric  Social 
Work  in  Educational  Institutions,  see  News-Letter  of  the  American  Association 

of  Psychiatric  Social  Workers,  May  1933. 
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As  essential  differences  in  the  work  of  the  two  groups  have 

been  rather  generally  taken  for  granted,  the  above  statement 
is  especially  significant.  The  data  clearly  revealed  the  fact 

that  differences  in  training  and  experience  were  steadily  dis- 
appearing. In  regard  to  organization  of  the  work  within  the 

school  system,  both  the  psychiatric  social  workers  and  visit- 

ing teachers  were  working  with  or  without  benefit  of  psy- 
chiatrist. Of  the  thirteen  cities  represented  by  the  members 

of  the  American  Association  of  Psychiatric  Social  Workers, 

two  maintained  a  child  guidance  clinic  with  a  full-time 

psychiatrist,  four  others  had  part-time  services  of  a  psychia- 
trist. In  two  others,  clinic  service  was  available  in  the  com- 

munity. In  five,  the  psychiatric  social  worker  worked  inde- 

pendently. In  the  twenty-eight  cities  represented  by  the 
visiting  teacher  group,  six  boards  of  education  employed  a 

full-time  psychiatrist  to  head  up  a  child  guidance  unit,11  and 
one  obtained  the  consultant  service  of  a  psychiatrist  for  a  brief 

period  each  year.  Of  the  twenty-one  school  systems  not  em- 
ploying a  psychiatrist,  nineteen  used  the  services  of  a  child 

guidance  or  mental  hygiene  clinic  in  the  community. 

To  be  sure,  the  data  do  warrant  a  statement  that  the  psy- 
chiatric social  worker  in  a  school  is  more  likely  to  be  found 

working  as  a  member  of  a  child  guidance  clinic  unit  than  is 
the  visiting  teacher,  but  the  fact  that  there  are  five  school 

systems  that  employ  psychiatric  social  workers  who  have  ac- 
cess to  no  psychiatric  service  and  six  school  systems  that 

have  child  guidance  departments  should  prevent  any  too  defi- 

nite or  sweeping  statements  along  this  line.  The  evident  op- 
portunity the  visiting  teachers  have  to  work  closely  with  child 

guidance  clinics  in  the  community  is  significant,  a  situation 

11  Two  of  these  cities  are  also  included  in  the  list  mentioned  above  in  the 
psychiatric  social  work  group.  Also,  in  two  cities  the  particular  visiting  teacher 
who  reported  was  not  a  member  of  the  board  of  education  child  guidance  unit, 
although  she  worked  closely  with  it. 
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which  brings  the  clinic  more  closely  in  touch  with  the  schools 

and  provides  for  the  visiting  teacher  both  opportunity  and 

impetus  to  gain  further  psychiatric  social  training  and  experi- 
ence. 

As  for  the  organization  of  the  work  of  the  visiting  teacher 

or  the  psychiatric  social  worker  within  the  school  system, 

variation  was  so  great  as  to  make  a  general  statement  impos- 

sible. Six  of  the  cities  had  a  child  guidance  clinic  financed  by 

the  board  of  education.12  In  two  of  these,  there  was  also  a 
separate  visiting  teacher  department,  with  an  arrangement 

that  one  member  give  full  time  to  the  clinic.  In  two  others, 

the  visiting  teachers  were  members  of  the  child  guidance 

clinic  staff,  with  the  psychiatrist  as  administrative  head  re- 
sponsible to  the  board  of  education.  In  general,  the  separate 

organization  of  two  such  closely  allied  services  as  visiting 
teacher  and  clinic  seems  to  have  occurred  in  the  cities  where 

visiting  teacher  work  was  established  several  years  before  the 

clinic  was  organized,  and  where  for  various  reasons  it  did  not 
seem  desirable  to  combine  the  two. 

In  five  other  cities,  also  under  boards  of  education,  there 

were  well-developed  child  guidance  units,  with  the  part-time 
service  of  a  psychiatrist,  and  the  social  worker  as  a  member 
of  the  clinic  staff. 

In  the  remaining  twenty-eight  cities,  the  psychiatric  social 
worker  or  visiting  teacher,  as  a  rule,  worked  either  under  a 

visiting  teacher  department  with  a  director,  or  independently, 

12  One  has  since  been  discontinued.  As  indication  of  development  since  this 
study  was  made,  it  is  of  interest  to  note  that  the  1940  Directory  of  Psychiatric 
Clinics  in  the  United,  States  lists  clinics  under  boards  of  education  in  nineteen 

cities.  They  are  Berkeley  and  Los  Angeles,  California;  Chicago,  LaSalle-Peru, 
and  Winnetka,  Illinois;  East  Chicago,  Gary,  and  Indianapolis,  Indiana;  Min- 

neapolis, Minnesota;  Jersey  City,  Maplewood,  Newark,  and  Orange,  New  Jer- 
sey; New  York  City,  Rochester,  and  Syracuse,  New  York;  Portland,  Oregon; 

Providence,  Rhode  Island;  and  Spokane,  Washington.  Five  of  the  nineteen 

have  no  social  workers,  two  others  utilize  existing  visiting  staffs.  Twelve  pro- 
vide the  usual  three-fold  service  of  psychiatrist,  psychologist,  and  social  worker. 

In  several,  the  psychiatrist  gives  only  part  time. 
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responsible  directly  to  the  school  principal  or  superintendent 

of  schools.  Here  she  developed  her  own  working  relation- 

ships with  other  special  services,  particularly  health,  attend- 
ance, and  vocational  guidance,  with  the  principal  of  the 

school  as  coordinator.  A  few  special  alignments  appear.  In 

one  midwestern  city  the  visiting  teacher  was  a  member  of  the 

health  department ;  in  two  cities — one  eastern  and  one  in  the 

far  west — attendance  and  visiting  teacher  work  were  com- 
bined under  one  head,  who  in  each  case  was  the  visiting 

teacher.  The  trend  in  organization  of  the  work,  however,  is 

unmistakably  in  the  direction  of  coordination  of  special  serv- 
ices, with  the  social  worker  or  visiting  teacher  a  member  of  a 

department  variously  termed  child  study,  child  guidance,  or 

mental  hygiene  department,  vocation  bureau,  or  the  like.13 
It  seems  evident  that  visiting  teachers  trained  in  psychiatric 

social  work  will  have  less  difficulty  than  they  have  heretofore 

when  applying  for  membership  in  the  American  Association 

13  This  question  of  the  organization  of  special  services  for  child  care  in  the 
public  schools  is  one  deserving  much  more  careful  study  than  is  possible  under 
the  present  study,  which  was  concerned  primarily  with  the  work  of  the  psy- 

chiatric social  worker.  The  overlapping  of  effort  on  the  part  of  special  services 
interested  in  the  same  children  has  long  been  a  problem  facing  superintendents 
of  schools.  While  the  problem  is  most  acute  in  the  school  systems  that  have, 
over  a  period  of  years,  established  several  separate  special  services  and  encoun- 

tered the  need  for  coordination,  it  is  also  present  in  the  schools  that  wish  to  lay 
plans  for  a  well-organized  child  guidance  service.  A  comprehensive  nation- 

wide survey  of  mental  hygiene  and  guidance  programs  in  schools  is  a  clearly 
indicated  need. 

The  survey  of  guidance  in  educational  institutions  made  under  the  auspices 
of  the  National  Society  for  the  Study  of  Education  is  a  distinct  contribution  to 
educators  interested  in  organizing  such  a  program.  Guidance  in  Educational 
Institutions,  Part  I  of  the  Thirty-seventh  Year  Book  of  the  National  Society  for 
the  Study  of  Education,  Bloomington,  Illinois,  Public  School  Publishing  Com- 

pany, 1938.  See  also  Guidance  in  Public  Secondary  Schools,  A  Re  fort  of  the 
Public  School  Demonstration  Project  in  Educational  Guidance,  New  York, 
Educational  Records  Bureau,  1939. 

A  further  survey  of  administrative  organization  and  procedures,  sponsored 

by  this  same  organization  or  another — for  example,  the  National  Committee 
for  Mental  Hygiene  or  the  National  Education  Association — would  be  of  in- 

estimable value.  The  Division  on  Community  Clinics  of  the  National  Com- 
mittee for  Mental  Hygiene  has  rendered  valuable  service  along  this  line,  and 

it  is  unfortunate  that  such  help  could  not  be  more  widely  extended. 
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of  Psychiatric  Social  Workers,  in  meeting  the  requirement  of 

one  year's  experience  in  working  relationship  with  a  psychia- 
trist. 

In  view  of  such  variety  in  organization  of  the  work  and  dif- 

ferences in  alignment  with  other  special  services  in  the  school, 

a  corresponding  variation  in  function  might  be  expected.  Such, 

however,  seems  not  the  case.  The  work,  as  described  by  the 

sixty-nine  contributors,  was  in  general  outline  identical  in  na- 
ture. Case  work,  the  study  and  treatment  of  maladjusted  and 

troublesome  children,  was  a  chief  concern.  Also,  a  steadily  in- 

creasing amount  of  time  was  being  spent  by  the  group  in  men- 
tal hygiene  education,  including  informal  discussions  or  study 

groups  of  teachers  and  parents.  And  lastly,  the  worker  in  the 

school  definitely  filled  a  place  as  coordinator  between  the 

school  and  community  social  agencies  concerned  with  children. 

A  separate  discussion  of  these  three  functions  will  fall  short 

of  giving  a  complete  picture.  In  daily  work  in  a  public  school, 

the  three  are  inevitably  bound  up  together.  For  example, 

through  individual  work  with,  let  us  say,  dull-normal  chil- 

dren, the  worker  inevitably  becomes  concerned  with  adminis- 
trative procedure,  plans  for  special  programs  or  perhaps 

organization  of  special  classes.  Through  case  work  with  neg- 
lected or  delinquent  children,  she  may  help  to  organize  or 

may  become  a  member  of  a  joint  committee  of  the  school 

staff  and  social  agencies  with  the  purpose  of  better  coordina- 

tion of  plans  for  relief  or  provision  of  more  adequate  rec- 

reational facilities.  Contacts  with  individual  parents  and  teach- 
ers may  develop  into  child  study  discussion  groups,  which  in 

turn  provide  an  excellent  basis  for  the  referring  of  new  prob- 

lems or  the  starting  point  for  consultations  concerning  chil- 
dren with  whom  the  social  worker  may  never  have  a  direct 

contact.  Case  work,  committee  work,  sharing  in  the  adminis- 

trative problems  of  the  school,  mental  hygiene  education,  and 
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consultation  with  teachers  and  parents,  are  all  intertwined 

around  the  nuclei  of  the  children  who  present  difficulties,  and 

who  are  generally  regarded  as  the  primary  concern  of  the 
school  social  workers.  However,  the  workers  described  their 

activities  under  two  headings,  "case  work"  and  "functions 
other  than  case  work."  Under  the  latter,  replies  showed  that 
participation  in  school  and  community  affairs  was  general,  and 

that  over  three-fourths  of  the  group  were  engaged  in  activi- 
ties that  come  under  the  general  cognomen  of  mental  hygiene 

education. 

Twenty-one  of  the  sixty-nine  workers  were  giving  defi- 
nitely organized  courses  in  colleges,  universities,  teacher 

training  institutions,  schools  of  social  work,  and  night  schools. 

Twenty  others  were  conducting  more  informal  study  groups, 
chiefly  for  parents  and  teachers.  One  gave  a  course  in  mental 

hygiene  for  high  school  girls,  and  two  others  had  developed 
a  series  of  mental  hygiene  discussions  with  children  in  the 

upper  elementary  grades.  With  the  exception  of  the  two 
courses  in  social  case  work  in  schools  of  social  work,  the  topics 

generally  were  concerned  with  behavior  problems  of  children, 

personality  development,  child  training,  parent-child  rela- 
tionships, and  the  like.  Organized  courses  in  colleges  or  uni- 

versities carried  such  titles  as  "Child  Welfare,"  "School 

Counseling,"  "Child  Psychology,"  "Behavior  Problems  of 

Children."  Out  of  the  class  or  group  discussions  came  requests 
for  consultation  in  regard  to  personal  problems  of  parents  and 

teachers  and  for  advice  in  handling  particular  children.14 
The  amount  of  time  spent  in  consultation  work  varied  greatly, 

from  the  extremes  of  "one  hour  a  week"  to  "fifty  per  cent  of 

the  time,"  yet  there  was  a  general  expression  of  the  need  for 
more  time  for  such  work.  Twenty-eight  of  the  group  were  in 

14  Not  the  sole  source  by  any  means ;  many  such  requests  came  in  connection 
with  case  problems,  parent-teacher  association  meetings,  or  other  activities  in 
the  school. 
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demand  for  lectures,  the  number  of  lectures  given  by  a  worker 

ranging  from  three  to  fifty  a  year.  Two  of  the  visiting  teach- 
ers were  giving  radio  talks. 

The  courses  for  children  and  high  school  students,  even 
though  only  two  such  experiments  were  reported,  deserve 

special  mention,  merely  because  of  the  fact  that  there  has  been 

considerable  discussion  of  the  possibilities  for  mental  hygiene 
education  for  children.  One  class  on  the  general  subject  of 

growing  up,  organized  for  a  group  of  sixth  graders,  seemed 

particularly  successful.  The  youngsters  took  an  active  inter- 
est in  discussing,  many  quite  frankly,  their  own  problems, 

such  as  fear,  temper,  sensitiveness,  dependence,  and  seemed 

to  gain  some  understanding  of  what  it  means  to  develop  emo- 
tional maturity.  Another  class  for  high  school  girls  dealt  with 

similar  topics  as  well  as  with  some  material  on  child  prob- 
lems. Several  of  the  visiting  teachers  had  no  special  courses 

for  children  but  reported  that  they  frequently  held  informal 
conferences  in  their  own  offices  with  small  groups  of  children 
to  discuss  similar  problems.  One  of  the  therapeutic  benefits 

gained  from  discussion  of  personal  problems  is  the  realization 

on  the  part  of  the  child  that  he  is  not  unique,  but  that  his 

difficulty  is  common  to  all  children.  There  should  be  a  value 

in  group  discussion  of  problems  a  child  is  accustomed  to  dis- 
cuss only  in  private,  or  not  to  discuss  at  all.  Group  confer- 
ences with  children  are  an  experiment  that  should  be  watched 

with  interest ;  they  deserve  further  study. 
In  the  smaller  cities,  where  the  school  social  worker  was 

closely  associated  with  principal  or  superintendent,  or  in 

schools  where  adaptation  of  administrative  procedures  for  in- 
dividual children  was  customary,  the  worker  had  become  in- 

volved in  administrative  matters.  It  is  to  be  clearly  under- 

stood that  as  a  rule  she  had  no  responsibility  for  administra- 
tive detail  j  she  was  involved  simply  because  the  children  she 

dealt  with  were  usually  the  ones  that  caused  most  difficulty 
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for  the  administrators.  In  matters  of  doubtful  promotion  or 

failure,  arrangements  for  special  classes,  individual  pro- 
grams, and  extracurricular  activities,  the  social  worker  was 

frequently  called  in  to  give,  as  aid  in  planning,  her  more 
complete  knowledge  of  the  children  under  consideration. 

Often  the  school  social  worker  had  become  involved  in  ac- 

tivities which,  if  she  regarded  case  work  as  her  main  concern, 

she  felt  should  not  be  a  part  of  her  function.  Examples  of 

such  activities  were  taking  charge  of  school  relief  work,  giv- 
ing psychological  tests  (if  the  school  had  no  psychologist,  and 

if  she  was  equipped,  or  was  considered  to  be  equipped,  to  give 

them),  assisting  in  planning  parent-teacher  association  pro- 
grams, explaining  to  parents  a  new  opportunity  class  to  which 

their  children  were  to  be  transferred,  planning  or  acting  as 
leader  for  clubs.  There  is,  and  there  probably  will  continue 

to  be,  disagreement  as  to  whether  a  social  worker  in  a  school 

should  engage  in  such  activities.  There  is  ample  evidence, 

however,  that  some  workers  consider  such  activities  highly 

desirable.  Through  contact  with  the  clubs,  they  have  a  chance 

to  observe  children  in  a  group  situation  as  well  as  to  gain 

knowledge  of  resources  within  the  school  for  children  who 

are  socially  maladjusted.  Participation  in  parent-teacher  asso- 
ciation programs  brings  them  in  touch  with  parents.  Then 

too,  there  is  the  indirect  advantage,  that  participation  in  group 
activities  brings  workers  into  closer  association  with  the  whole 

school  program,  with  a  resultant  closer  relationship  with 
teachers.  No  standards  can  be  laid  down,  at  least  at  this  time, 

as  to  the  amount  of  time  to  be  spent  in  such  work.  It  must  be 

the  responsibility  of  the  individual  worker  to  adapt  her  serv- 
ices to  the  particular  school  situation,  and  to  work  out  the 

most  effective  balance  between  individual  and  group  work. 
School  social  workers  generally  participated  in  social  work 

activities  in  their  communities.  Contacts  with  all  the  social 

agencies  and  resources  in  the  community  were  a  part  of  the 
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work  with  individual  children  and  families.  In  addition,  how- 

ever, membership  in  various  social  work  committees  and  com- 

munity councils,  and  participation  in  planning  were  generally 

reported.  One  of  the  most  significant  developments  in  several 

cities  is  the  joint  committee  of  schools  and  social  agencies  for 

the  purpose  of  better  coordinated  planning  in  regard  to  prob- 
lems that  concern  both,  particularly  relief,  delinquency,  and 

lack  of  recreational  facilities.  Here  the  school  social  workers 

were  active,  either  in  the  formation  of  the  committee  or  in 

participation  in  its  work.15 
As  for  the  case  work,  the  problems  referred  by  teachers, 

principals,  or  parents,  or  by  the  children  themselves,  are, 

though  usually  in  less  exaggerated  form  perhaps,  the  same  as 

those  referred  to  any  child  guidance  clinic — misbehavior, 
antagonistic  attitude  toward  school  and  home,  failure  in  school 

work,  daydreaming,  inability  to  get  along  with  other  chil- 

dren, stealing,  sex  offenses,  problems  arising  from  poverty- 
stricken  homes  or  homes  providing  inadequate  supervision. 

Also  are  referred  children  of  unusually  superior  intelligence 

who  need  special  programs  both  at  home  and  school,  and  chil- 
dren who  show  unusual  talent  but  have  no  financial  means  for 

special  education.  With  such  problems  the  worker  proceeds 

as  any  case  worker  would  with  a  study  of  the  child,  his  family, 

and  social  relationships.  She  brings  the  child  into  contact  with 

community  resources  for  health,  recreation,  or  employment 

that  will  help  him  work  out  a  happier  adjustment;  she  works 

directly  with  the  family  or  child  to  help  them  gain  a  better 

understanding  of  the  problems,  which  often  involves  the  more 

15  Such  joint  committees  have  developed  rather  generally  during  the  last 

few  years,  both  in  cities  that  have  a  visiting  teacher  or  psychiatric  social  work 
service  and  in  those  that  do  not.  The  social  and  economic  problems  that  the 

depression  has  rendered  more  acute  have  brought  schools  and  social  agencies 

more  closely  together.  See  Lois  A.  Meredith,  Education  and  Social  Work, 

Social  Work  Year  Book,  1933,  p.  1375  also  Harry  A.  Wann,  Social  Planning 

in  a  Community,  Journal  of  Educational  Sociology,  9:494>  April  1936. 
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difficult  task  of  understanding  and  changing,  if  possible,  atti- 
tudes and  relationships. 

Case  loads  varied,  some  of  the  visiting  teachers  carrying 

an  average  of  over  ioo  a  month.  The  median  for  the  visiting 

teacher  group  was  70,  for  the  psychiatric  social  worker,  50.  All 

reported  a  certain  proportion  of  "slight  service"  cases,  which 
averaged  around  one-third  of  the  total  case  load.  In  many  of 

these  "slight  service"  cases,  particularly  with  older  children, 
and  in  problems  of  school  adjustment,  the  visiting  teacher 

worked  only  with  the  child  and  the  school  staff,  and  had  very 

little  or  no  contact  with  the  family.  Again,  where  relationship 

between  child  and  family  was  distinctly  unfavorable,  the  so- 
cial worker  confined  her  work  entirely  to  the  child,  at  least 

until,  through  a  series  of  office  interviews,  she  had  a  chance  to 

ascertain  the  child's  attitude  and  the  reasons  for  it.  Often 

home  visits  were  not  considered  necessary  if  the  child  re- 

sponded and  showed  capacity  to  handle  his  relationships.16 
The  developing  practice  of  direct  work  with  the  child  was  in 

sharp  contradistinction  to  an  earlier  accepted  belief  that  to 

handle  adequately  any  problem  one  must  necessarily  know, 

firsthand,  family  history  and  home  conditions. 

It  has  been  stated  that  the  social  worker  in  a  school  pro- 

ceeds generally  as  any  case  worker  does  in  individual  malad- 
justments. Yet  there  is  one  essential  difference  between  the 

worker  in  a  public  school  and  one  in  a  social  agency — her  re- 
lationship with  the  school  staff.  In  the  setting  of  a  public 

school,  the  primary  responsibility  for  plans  for  the  welfare 

of  a  child  rests  upon  the  principal  and  the  classroom  teacher. 

The  social  worker  is  bringing  a  social  case  work  contribution 

to  an  institution  which,  however  much  interested  it  may  be  in 

16  For  a  discussion  of  one  development  of  direct  work  with  the  child,  see 
Ruth  Smalley,  The  Social  Worker's  Use  of  the  Interview  with  the  Child,  The 
Family ,  13:266,  December  1932.  Abstract,  News-Letter  of  the  American  Asso- 

ciation of  Psychiatric  Social  Workers,  July  1932. 
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individual  problems  and  however  desirous  of  meeting  them, 

must  regard  the  group  and  not  the  individual  as  its  major 
concern.  While  the  social  worker  frequently  sees  more  clearly 
than  the  teacher  the  factors  in  the  situation  of  an  individual 

child,  the  teacher  as  a  rule  sees  more  clearly  than  the  social 
worker  the  child  as  a  member  of  the  group  and  his  effect  upon 

that  group.  Suggestions  made  by  the  social  worker  must  nec- 
essarily be  weighed  in  relation  to  group  welfare  and  adminis- 
trative procedure  as  seen  by  the  school  staff.  The  thorough 

understanding  of  the  administration  of  the  school  and  of  gen- 
eral classroom  problems  is  one  of  the  first  requirements  placed 

upon  the  worker.  Staff  relationships  frequently  present  diffi- 
culties, particularly  to  the  young  worker  fresh  from  a  school 

of  social  work,  with  little  or  no  experience  in  public  schools  j 

she  is  likely  to  be  discouraged  because  of  her  inability  to  do 
the  intensive  case  work  she  has  been  trained  to  do,  and  because 

the  school  staff  (as  one  school  psychiatrist  put  it)  does  not 

immediately  "stand  at  attention"  every  time  mental  hygiene 
or  social  case  work  is  mentioned. 

The  past  few  years  have  seen  definite  changes  in  the  rela- 
tionships between  the  school  social  worker  and  the  teacher. 

There  is  less  tendency  for  the  worker  "to  take  the  case"  re- 
ferred to  her  with  the  expectation  that  the  teacher  will  be 

relieved  of  responsibility  for  the  child.  More  and  more  the 

teacher  keeps  the  responsibility,  using  the  worker's  services 
to  help  her  understand  and  handle  the  child  more  adequately. 
There  is  more  realization  on  the  part  of  the  social  worker  that 

one  aim  of  her  work  is  the  fostering  of  a  close  relationship 
between  teacher  and  child.  Teachers  generally  are  more  aware 

of  factors  in  personality  development,  of  causes  of  misbehav- 
ior and  failure,  and  of  the  significance  of  family  attitudes  and 

home  conditions  upon  the  child's  school  adjustment.  Case 
work,   therefore,   involves  a  growing  cooperation   between 
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teacher  and  social  worker,  and  more  consultation  in  situations 

where  the  child  is  not  referred  to  the  worker  for  special  study 

but  handled  entirely  by  the  teacher,  who  returns  for  further 

discussion  if  she  desires  to  do  so.  The  growth  of  either  joint 

planning  or  consultation  work  is  more  evident  in  some  cities 
than  in  others.  Such  development  is  regarded  not  only  as 

entirely  sound  but  as  evidence  that  the  worker  is  successfully 

adapting  her  social  work  contribution  to  a  school  regime.  In 
other  words,  workers  are  realizing  that  the  main  purpose  of 

their  work  is  to  help  a  progressive  school  do  more  effectively 

the  job  it  is  doing  anyway  with  individual  children. 
The  experienced  school  social  worker  who  accepts  this  goal 

views  with  equanimity  the  encroachment  of  group  work  and 

consultation  work  upon  her  "intensive  case  work"  time.  She 
ceases  to  be  concerned  when  teachers  vitally  concerned  with 

the  handling  of  difficult  children  assume  more  responsibility 

for  their  welfare  and,  desiring  more  knowledge  about  them, 

make  their  own  direct  contacts  with  parents  and  social  agen- 
cies. She  will  be  sure  that,  if  her  own  position  in  the  school  is 

based  on  sound  working  relationships,  the  benefits  from  such 

activities  will  eventually  far  outweigh  the  possible  dangers 

of  misunderstanding  and  conflicting  plans  in  regard  to  the 
child.  She  will  not  be  too  concerned  about  the  fact  that  she 

cannot  do  the  intensive  work  that  some  of  her  associates  in 

mental  hygiene  clinics  or  social  agencies  are  doing.  She  is 
working  in  a  public  school,  not  a  social  case  work  agency. 

While  a  certain  amount  of  time  must  be  safeguarded  for  such 

intensive  work,  she  will  be  ready  to  accept,  and  to  analyze 

clearly,  the  functions  other  than  case  work  that  are  develop- 
ing in  her  school  and  community.  Case  work  in  a  public  school 

is  a  shared,  not  an  individual,  responsibility.  It,  like  work  in 

public  health  nursing  organizations,  requires  maturity  and 

experience  in  working  with  people. 
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It  is  significant  that  the  findings  of  this  study  of  the  func- 

tion of  the  visiting  teacher  or  psychiatric  social  worker  in  the 

public  school  coincide  with  those  of  the  survey  made  in  1938 

by  the  National  Society  for  the  Study  of  Education.  In  the 

report  of  that  study  the  role  of  the  "guidance  specialists,"  in 
which  group  the  visiting  teachers  were  included,  is  described 

as  three-fold — "educating  teachers,"  "acting  as  consultants," 

and  "handling  cases  directly."  The  description  of  function 
follows  a  general  statement  that  the  chief  purpose  of  the 

specialist  is  to  supplement  the  work  of  the  teachers  and  regu- 

lar staff  members.  The  following  quotation  has  a  direct  bear- 

ing on  the  previous  discussion:  "In  the  traditional  school  sys- 
tem specialists  are  likely  to  accept  each  case  referred  to  them, 

and  request  a  minimal  amount  of  cooperation ;  in  the  newer 

school,  specialists  are  more  likely  to  work  through  the  teacher 

concerned  in  the  case  and  to  take  it  out  of  his  hands  only  as 

a  last  resort."17 
Training  and  field  experience  in  social  case  work  techniques 

alone  will  not  adequately  prepare  the  future  school  social 

worker  for  her  task.  She  needs  general  knowledge  of  the  edu- 
cational field,  understanding  of  school  procedures,  some 

knowledge  of  and  experience  with  adult  education,  and  a  gen- 
eral background  of  meeting  and  working  with  people  from 

different  fields  and  with  different  viewpoints.  She  may  pos- 

sibly attain  all  this  "on  the  job"  after  training,  but  lack  of  it 
spells  difficulty  in  adjustment.  There  is  increasing  realization 

17  Guidance  in  Educational  Institutions,  of.  cit.,  p.  278.  It  is  also  of  interest 
that  a  recent  study  of  visiting  teacher  work  reveals  again  the  combined  func- 

tion of  case  work  and  mental  hygiene  education.  Margaret  Huntley,  The  Visit- 
ing TeacJier  at  Work  in  the  United,  States ,  a  professional  project  prepared  as 

one  of  the  requirements  for  a  diploma  from  the  New  York  School  of  Social 

Work  with  the  approval  and  cooperation  of  the  American  Association  of  Visit- 

ing Teachers,  1940.  Miss  Huntley's  report  has  not  been  published,  but  some 
of  the  findings  are  included  in  Visiting  Teacher  Service  Today,  A  Study  of  its 
Philosophy  and  Practice  in  the  United  States,  issued  in  1940  by  the  American 
Association  of  Visiting  Teachers. 
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that  such  knowledge  of  the  field  of  education,  acquired  either 

during  training  or  afterward,  is  an  essential  part  of  the  pro- 
fessional equipment  of  visiting  teacher  or  psychiatric  social 

worker  in  the  present-day  public  schools. 

Private  schools 

There  were  ninety  replies  to  the  informal  letter  sent,  in 

1933,  by  the  Committee  on  Psychiatric  Social  Work  in  Edu- 
cational Institutions  to  some  two  hundred  private  schools. 

Thirty-seven  were  nursery  schools  and  the  findings  are  dis- 

cussed separately.  Of  the  remaining  fifty-three,  there  were 
four  schools  with  elementary  grades  only,  two  high  schools, 

and  forty-six  that  included  all  grades  from  kindergarten  or 

first  grade  through  high  school.  One  was  a  school  for  a  spe- 

cially handicapped  group — crippled  children. 
Two  of  the  fifty-three  private  schools  employed  a  psychi- 

atric social  worker,  one  of  them  part  time.  Five  others  signi- 

fied that  they  would  like  to  employ  one  if  funds  were  avail- 
able. Interest  in  psychiatric  service  was  general.  Except  for 

one  school  which  was  directed  by  a  psychiatrist,  none  em- 

ployed a  full-time  psychiatrist.  Nine,  however,  used  the  part- 
time  services  of  a  psychiatrist,  in  most  cases  the  amount  of 

time  being  flexible  and  dependent  on  the  need  arising  in  indi- 

vidual cases.  Twenty-eight  used  private  psychiatric  service 

available  in  the  community,  and  twenty-five  used  community 
mental  hygiene  clinics.  Ten  of  the  remaining  expressed  a 

need  for  a  psychiatrist,  if  funds  were  available,  six  recom- 
mending full  time.  The  remaining  seventeen  felt  there  was 

no  such  need.  Twelve  schools  employed  a  full-time  psychol- 
ogist, sixteen  employed  one  part  time  3  eight  used  qualified 

members  of  their  own  teaching  staff ;  fourteen  drew  upon 

service  available  in  the  community.  With  few  exceptions,  the 

schools  which  indicated  "no  need"  for  aid  from  either  psy- 
chiatrist or  social  worker  stated  that  they  did  not  enroll  "diffi- 
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cult"  children,  or  immediately  dropped  those  who  presented 
difficulties. 

Mere  figures,  however,  do  not  give  an  adequate  picture. 

Many  of  the  letters,  in  addition  to  answering  specific  ques- 

tions, described  work  with  difficult  behavior  or  maladjust- 
ments in  social  development.  From  these  descriptions,  the 

writer  gained  the  following  definite  impressions.  First,  most 

private  schools  rely  heavily  upon  their  own  resources  for  the 
development  and  adjustment  of  children.  Several  factors  were 

listed — small  classes,  opportunity  for  the  teachers  to  study 
individuals  and  to  provide  special  programs,  a  rich  and  varied 

curriculum  providing  many  opportunities  for  activity.  Second, 

private  schools,  far  more  than  public  schools,  select  teach- 

ers carefully,  with  emphasis  upon  personality  as  well  as  aca- 
demic training  and  teaching  skill.  Interest  in  children,  desire 

to  understand  them,  plus  a  special  knowledge  in  child  psy- 

chology and  mental  hygiene  were  frequently  stated  as  a  nec- 
essary part  of  the  equipment  of  the  teacher.  Third,  because 

of  the  close  association  with  parents  and  knowledge  of  home 

conditions  gained  naturally  through  frequent  contacts,  the 
schools  felt  that  there  was  little  need  for  a  social  worker. 

Fourth,  the  schools,  with  few  exceptions,  appealed  to  a  psy- 
chiatrist only  in  cases  which  still  remained  baffling  after  all 

existing  school  resources  had  been  utilized.  Psychiatric  service 
was  seldom  used  as  an  aid  in  the  understanding  and  solution 

of  behavior  difficulties  in  the  early  stages  or  in  general  prob- 
lems of  classroom  and  teacher-pupil  relationships. 

In  approximately  90  per  cent  of  the  replies,  the  problems 

of  relationships  of  the  fields  of  education,  psychiatry,  and  so- 
cial work  were  mentioned.  Opinion  was  general  that  there  was 

a  need  for  better  mutual  understanding.  Many  directors  felt 

that  recommendations  from  the  psychiatrist  were  not  as  help- 
ful as  they  should  be  because  he  was  not  familiar  with  the 

school  or  its  educational  policies.  And  it  was  interesting  that 
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others,  while  testifying  to  the  value  of  this  special  service, 

stated  that  "ideally"  they  would  like  to  have  a  psychiatrist 
who  was  also  an  educator  and  a  member  of  the  teaching  staff. 

With  psychiatric  social  service,  likewise,  five  schools  stated 

that  ideally  they  would  prefer  a  combination  of  social  worker 
and  teacher,  or  social  worker  and  psychologist,  who  would  be 

closely  allied  to  the  school.  There  was  general  opinion  that 

such  special  service  should  be  definitely  integrated  into  the 

total  program  of  the  school,  sharing  in  group  as  well  as  in- 

dividual aims.  It  adds  weight  to  the  actual  experience  in  pub- 
lic schools. 

Nursery  schools 

In  1930  the  Committee  on  Psychiatric  Social  Work  in 

Educational  Institutions,  prompted  by  the  fact  that  four 
members  of  the  Association  were  at  that  time  connected  with 

such  work,  made  a  study  of  psychiatric  social  work  in  nursery 

schools.  A  questionnaire  sent  to  the  nursery  schools  listed  in 

the  Twenty -eighth  Year  Book  of  the  National  Society  for  the 

Study  of  Education  showed  no  other  psychiatric  social  work- 
ers so  employed,  and  the  study  was  limited  to  the  four 

schools  represented  by  the  membership.  One  of  these  nursery 

schools  was  connected  with  a  child  guidance  clinic  serving  a 

city  -,  in  the  case  of  another,  a  day  nursery  and  kindergarten 
association  maintained  a  child  guidance  clinic  for  the  several 

schools  under  its  auspices.  The  other  two  were  private  nursery 
schools,  but  in  one  the  psychiatric  social  worker  served  not  in 

the  usual  capacity  of  social  worker  for  the  children  and  par- 
ents, but  as  associate  director  of  the  school. 

In  the  two  child  guidance  clinics  connected  or  affiliated  with 

nursery  schools,  the  function  of  the  psychiatric  social  worker 

was  definitely  a  case  work  function — observation  and  study 
of  the  children,  contact  with  families,  particularly  mothers, 

cooperative  relationships  with  social  agencies.  One  worker  re- 
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ported  educational  activities — that  is,  seminars  with  the  fac- 

ulty of  the  school,  mothers'  study  clubs,  and  the  university 
students  who  received  field  training  in  the  nursery  school.  She 

also  gave  a  course  in  mental  hygiene  at  a  university.  The 

others,  all  giving  part  time  to  the  school  in  connection  with 

other  clinic  work,  carried  little  responsibility  for  mental  hy- 

giene education. 

In  1933  when  the  Committee  made  the  second  survey, 

there  was  only  one  Association  member  working  in  a  nursery 

school — the  one  mentioned  above  who  served  as  associate  di- 

rector. Additional  data  were  obtained  from  thirty-nine  nurs- 

ery schools,  thirty-seven  of  which  were  included  in  the  list 

of  private  schools.  The  returns  from  the  public  schools  re- 
ported two  nursery  schools  under  the  auspices  of  city  boards 

of  education,  both  of  which  shared  the  services  of  psychia- 
trists and  psychiatric  social  workers  employed  by  the  boards. 

One  private  school  employed  a  part-time  psychiatric  social 

worker,  a  second — an  integral  part  of  a  child  guidance  clinic 

connected  with  a  hospital — utilized  the  clinic  psychiatric  and 
social  services.  Three  expressed  a  need  for  a  psychiatric  social 

worker  were  funds  available.  Psychiatric  service  was  more 

general.  Nineteen  of  the  thirty-seven  schools  reported  that  a 
psychiatrist  was  a  member  of  the  school  staff,  on  either  a 

part-time  or  consultant  basis.  Eight  others  used  community 

clinics  or  referred  especially  difficult  children  to  private  psy- 
chiatrists. It  was  evident  that  the  nursery  schools,  like  the 

private  schools,  depended  upon  their  own  teaching,  psycho- 
logical, and  medical  staffs  for  the  handling  of  problems. 

Colleges 

Mental  hygiene  in  colleges  has  long  been  a  subject  of  para- 
mount interest  to  those  concerned  with  the  emotional  adjust- 

ments of  late  adolescence,  particularly  deans,  faculty  advisors, 

and  vocational  counsellors.  Since  1 920,  as  the  spread  of  mental 
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hygiene  has  made  the  staff  more  aware  of  the  emotional  prob- 
lems of  young  people,  colleges  and  universities  have  turned 

to  psychiatrists  for  aid.  By  1931,  when  the  present  study  was 

begun,  several  outstanding  colleges  and  universities  had  added 

to  their  staffs  a  full-time  psychiatrist.18  It  was  in  the  same 
year  that  the  Sub-Committee  on  College  Mental  Hygiene  of 
the  American  Orthopsychiatric  Association  was  organized. 

The  introduction  of  social  workers  as  members  of  the  de- 

partments of  psychiatry,  mental  hygiene,  or  personnel  in  col- 

leges came  more  slowly.  In  193 1,  as  far  as  could  be  discov- 
ered, there  were  only  six  colleges  and  universities  which 

employed  psychiatric  social  workers  in  departments  serving 

college  students.19  One  of  the  reasons  offered  is  that  the  very 
term  social  worker,  which  has  so  generally  connoted  "charity" 
and  overt  social  maladjustments  in  individuals  who  face  a 

precarious  economic  existence,  caused  prejudice  among  offi- 
cials who  saw  no  connection  between  such  work  and  a  college 

program.  Again,  those  who  held  a  concept  of  the  function  of 

a  social  case  worker  as  changing  environmental  conditions  or 

working  largely  with  the  families  of  maladjusted  individuals, 
could  not  visualize  her  in  an  institution  which  as  a  rule  makes 

little  contact  with  families  or  community,  but  works  directly 
with  the  individual. 

As  a  member  of  the  teaching  staff  giving  or  sharing  in  a 

course  in  mental  hygiene,  or  as  a  worker  with  children  in  a 

demonstration  school  or  child  study  department,  a  basis  for 

her  work  was  evident.  Assigned  for  full  time  to  a  mental  hy- 
giene department  serving  students,  she  held  a  nebulous,  if 

18  Among  the  colleges  that  had  a  full-time  psychiatrist  on  the  staff  in  1938 
were  Yale  University,  Harvard  University,  University  of  Pennsylvania,  Uni- 

versity of  Chicago,  University  of  Michigan,  University  of  Kansas,  Columbia 
University,  and  Vassar  College. 

19  Many  colleges  and  universities  have  social  workers  connected  with  psycho- 
logical or  mental  hygiene  clinics  for  children  under  the  auspices  of  the  institu- 

tion, or  with  child  study  departments  or  child  development  institutes.  These 
must  not  be  confused  with  the  service  discussed  here,  which  is  devoted  to  the 
college  students  themselves. 
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not  a  controversial,  position.  In  colleges,  treatment  with  stu- 
dents was  direct,  whether  they  referred  themselves  or  were 

referred.  It  was  not  clear  just  where  the  work  of  the  psy- 
chiatric social  worker  ended  and  that  of  the  psychiatrist  began. 

One  psychiatrist  expressed  the  opinion  that  his  work  with 

students  was  "so  definitely  a  matter  of  inner  adjustments  that 
it  would  be  unwise  to  introduce  a  social  worker  into  the  prob- 

lem." Another,  because  there  was  so  little  work  with  families 

and  so  little  need  for  social  investigations,  "saw  no  place"  for 
a  social  worker  in  a  college  mental  hygiene  program.  On  the 
other  hand,  some  college  psychiatrists  expressed  a  need  for 

psychiatric  social  workers,  for  the  handling  of  environmental 

situations  and  in  certain  clear-cut  problems  of  social  malad- 
justment. One  psychiatrist  in  a  teacher  training  institution 

definitely  recommended  that  the  psychiatric  social  worker 

carry  considerable  responsibility  for  interviews  with  students, 

consulting  with  the  psychiatrist  and  referring  to  him  only  such 
cases  as  seemed  to  represent  serious  emotional  disturbance. 

There  were,  then,  in  193 1,  six  colleges  and  universities 

employing  social  workers — ten  workers  in  all.20  In  one  of  the 
six,  the  amount  of  student  service  was  so  slight  that  it  was  not 
included  in  the  study.  The  work  in  two  others  has  since  been 

discontinued.  In  the  other  three,  psychiatric  social  work  seems 

to  have  become  definitely  an  accepted  part  of  the  college 

organization. 

Data  for  this  report  were  gathered  during  1931-1933  by 
personal  consultation  with  all  ten  workers,  and  from  reports 

of  the  Sub-Committee  on  College  Mental  Hygiene  of  the 

Orthopsychiatric  Association.  In  1933  descriptions  were  sub- 
mitted of  the  work  in  each  of  the  five  schools — four  univer- 

20  The  ten  included  nine  women  and  one  man.  Seven  were  members  of  the 
American  Association  of  Psychiatric  Social  Workers.  Of  the  other  three,  one 
was  a  sociologist  who  had  been  closely  associated  with  psychiatry  and  two 
combined  sociological  and  psychological  backgrounds,  including  experience  in 

a  psychiatric  clinic. 



In  Mental  Hygiene  Education  191 

sities  and  one  teacher  training  institution.  The  five  descrip- 
tions showed  such  marked  variation  that  no  summary  was 

possible,  and  limitations  of  space  prevent  a  brief  summary  of 

each.  They  did  show,  however,  that  the  place  of  psychiatric 

social  work  in  college  mental  hygiene  programs  is  embryonic 

and  highly  experimental.  The  descriptions  did  little  more 
than  point  to  the  directions  the  work  may  take  in  the  future. 

Nevertheless,  several  possible  functions  were  indicated:  first, 

teaching  or  participation  in  teaching  courses  in  mental  hy- 
giene j  second,  sharing  responsibility  for  admission  interviews 

with  incoming  students  j21  third,  contact  with  homes  in  the 
few  cases  where  such  is  indicated,  and  with  community  agen- 

cies that  can  be  of  service  to  students  $  fourth,  acting  as  con- 
sultant to  advisors  and  faculty  in  regard  to  student  problems ; 

and  fifth,  participation  in  direct  treatment  of  emotional  prob- 
lems. In  regard  to  the  latter  function,  we  see  two  extremes, 

represented  by  the  school  where  the  psychiatric  social  worker 

prepares  the  student  for  the  psychiatric  interview  and  the  one 

where  she  carries  the  greater  share  of  treatment  interviews, 

in  consultation  with  the  psychiatrist.  The  fifth  function,  and 

to  some  extent  the  fourth,  concerns  the  whole  vexed  question 

as  to  just  how  much  responsibility  the  psychiatric  social 
worker  should  carry  in  the  direct  treatment  of  emotional 

problems.  Obviously,  the  extension  of  psychiatric  social  work 

into  this  aspect  of  college  work  is  clearly  bound  up  with  the 

convictions  of  the  psychiatrist  in  charge  and  with  his  concep- 
tion of  her  function. 

The  social  worker  in  the  college,  then,  is  seen  in  a  role 

that  is  new  to  those  who  may  think  of  her  as  spending  most 

of  her  time  changing  environmental  conditions  or  family  atti- 
tudes. As  a  matter  of  fact,  such  distinction  is  only  a  superficial 

one,  as  the  worker  in  an  elementary  school  does  a  certain 

21  The  personal  interview  is  increasingly  recommended  as  a  part  of  admis- 
sion procedures  in  professional  schools. 
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amount  of  direct  work  with  the  child,  in  regard  to  his  own 

attitude  toward  his  problem  and  the  conditions  that  created  it. 

None  the  less,  the  fact  that  work  with  young  adults  facing 

emotional  maladjustment  must  as  a  rule  be  carried  on  directly 

with  them,  presents  the  crux  of  the  difficulty  in  establishing 

clearly  the  function  of  the  psychiatric  social  worker  in  this 

role.  Is  she  overstepping  her  field — social  work — and  trying 

to  be,  as  one  leader  in  the  field  put  it,  "a  little  psychiatrist"? 
On  the  other  hand,  in  work  with  young  people  who  are  not 

candidates  for  prolonged  or  intensive  psychiatric  treatment, 

another  question,  perhaps  equally  important,  arises.  What  is 

the  relationship  of  her  work  to  that  of  the  deans  or  the  regu- 
lar faculty  advisors?  Probably  as  long  as  there  have  been 

institutions  of  higher  learning,  young  people  have  sought 

out,  for  help  in  personal  problems,  instructors  and  advisors. 

Problems  of  vocational  choice,  fear  of  responsibility,  failure 

both  in  academic  subjects  and  with  social  contacts,  the  sex 

problems  attendant  upon  developing  maturity,  religious 

doubts,  disillusionments  due  to  discovery  that  the  world  of 

affairs  is  not  as  the  student  has  been  taught  to  believe — all 
these  problems  have  been  brought  to  instructors  and  advisors 

in  whom  the  student  had  confidence,  and  who,  in  his  opinion, 

possessed  that  essential  quality,  often  so  hard  to  analyze,  of 

capacity  to  "understand."  If  in  any  given  school  there  was  a 
dean  or  advisor  who  had  time  for  individual  students  (and 

such  individual  work  takes  time),  who  had  awareness  of  the 

general  "purposive"  basis  of  behavior,  who  had  the  capacity 
to  listen  and  not  advise  too  readily,  who  could  allow  a  student 

to  express  himself  exactly  as  he  felt  without  being  shocked 

or  disturbed  or  moved  to  sit  in  judgment,  it  would  be  indeed 

difficult  to  tell  the  difference  between  her  work  with  the  stu- 

dent and  that  of  the  psychiatric  social  worker.  But  the  ques- 
tion arises  whether  the  usual  past  experience  and  training  of 

dean  and  faculty  members  make  it  possible  for  them  gtn- 
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enilly  to  be  so  equipped  for  individual  work.  Even  if  such  is 

the  case,  such  persons  are  frequently  so  overburdened  with 
other  duties  as  to  be  generally  inaccessible  to  students. 

In  essence,  a  mental  hygiene  department  in  a  college  or 

university  means  recognition  that  if  education  is  to  meet  the 

needs  of  youth,  facilities  for  solving  emotional  problems  are 

as  important  a  part  of  the  program  as  curriculum  and  campus 
activities.  When  this  tenet  is  accepted,  the  question  arises  as 

to  organization  and  personnel.  A  few  universities  have  turned 

to  psychiatrists  as  the  group  that  can  be  of  most  help.  The 

addition  of  a  psychiatrist  to  the  staff  of  every  college  and  uni- 
versity may  be  within  the  realm  of  probability,  but  such  an 

ideal  state  of  affairs  is  not  likely  to  come  about  soon.  It  is 

suggested  that  in  certain  schools  with  only  the  part-time  or 
consultant  service  of  a  psychiatrist,  or  even  in  schools  with 

no  such  service,  a  psychiatric  social  worker  would  contribute 

much  to  a  program  designed  to  meet  emotional  problems. 

Along  with  interest  in  special  service  has  come  a  new  em- 
phasis in  the  form  of  training  courses  for  deans  and  student 

advisors.  There  has  been,  since  1925,  marked  increase  in 

courses  in  psychiatry  and  mental  hygiene,  as  well  as  inclu- 
sion in  courses  in  education  of  content  concerning  emotional 

growth  and  development.  Conferences  of  deans,  in  the  last 

few  years,  have  revealed  interest  in  individual  counseling.  It 

is  entirely  possible  that  a  new  type  of  training  for  advisors 
and  deans,  together  with  freedom  from  administrative  duties, 

will  be  one  practical  way  of  meeting  the  need  for  helping 
students  with  emotional  problems.  In  such  development 

there  is  the  advantage  of  using  facilities  already  existing  in 
the  school  and  accepted  by  the  student. 

The  relation  of  psychiatric  social  work  to  development  of 

a  mental  hygiene  program  in  colleges  and  universities  pre- 
sents an  interesting  subject  for  further  study.  If  psychiatric 

social  work  should  develop  here,  we  would  have  a  situation 
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where  psychiatrist  and  social  worker  are  working  together  in 

a  direct  treatment  relationship.  It  also  offers  an  excellent  op- 
portunity to  work  out  the  relationship  of  specialists  to  regular 

staff  members  who  are  also  interested  in  and  engaged  in  indi- 
vidual work  with  students.  The  whole  question  as  to  the  most 

effective  organization  of  a  mental  hygiene  program,  and  the 

psychiatric  social  worker's  share  in  it,  remains  a  challenge  for 

any  group  interested  in  college  mental  hygiene.22 

No  further  study  of  the  activities  of  psychiatric  social 

workers  in  private  schools,  nursery  schools,  or  colleges  has 

been  made  by  the  AAPSW,  and  as  far  as  it  was  possible  to 

ascertain  none  has  been  made  by  any  other  organization.  The 

literature  and  general  contact  with  the  field  indicate  that 
there  has  been  little  or  no  increase  since  1933  in  the  number 

of  workers  employed  in.  such  institutions.  However,  interest 

in  mental  hygiene  as  related  to  education  has  grown  steadily, 

as  have  the  facilities  for  handling  more  effectively  the  prob- 

lems of  emotional  maladjustment.  The  voluminous  litera- 

ture pertaining  to  nursery  school  education,  progressive  edu- 

cation, and  mental  hygiene  and  personnel  programs  in  col- 
leges indicates  the  extent  to  which  interest  in  emotional 

needs,  sound  social  development,  and  prevention  of  malad- 
justment in  children  and  young  people  has  become  an  integral 

part  of  the  aim  of  education.  The  employment  of  psychiatric 

social  workers  in  private  and  nursery  schools  and  in  colleges 

during  the  years  192 7- 1933  is  evidence  of  one  means  uti- 
lized by  certain  schools  for  meeting  that  need. 

There  are  three  possible  reasons  why  employment  of  such 

specialists  did  not,  apparently,  continue.  One  is  the  obvious 

one  of  drastic  curtailment  in  school  budgets  during  the  de- 

22  The  Division  of  School  Studies  of  the  National  Committee  for  Mental 
Hygiene  is  at  present  vitally  interested  in  this  area,  as  in  the  whole  subject 
of  mental  hygiene  and  education. 
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pression  years.  Another  is  the  increasing  use  of  community 

resources — clinics  and  social  agencies — for  aid  in  the  han- 
dling of  childhood  problems  and  family  relationships.  The 

third  is  suggested  by  the  rapid  growth  of  interest  in  mental 
hygiene  and  the  inclusion  of  courses  in  mental  hygiene  and 

child  development  in  the  training  programs  of  teachers,  coun- 
selors, and  deans.  In  view  of  this  better  basic  training  many 

of  these  institutions  doubtless  depend  on  their  own  regular 

staffs,  rather  than  on  specialists,  for  progress  in  the  mental 

hygiene  aspects  of  the  educational  program.  As  a  matter  of 
fact,  all  these  factors  probably  are  involved. 

The  data,  then,  about  work  in  private  schools,  nursery 

schools,  and  colleges  are  presented  as  evidence  of  a  demand 

for  workers  and  as  an  indication  of  the  service  they  might 

give.  Unlike  the  situation  in  the  public  schools,  where  the 

work  has  developed  steadily  and  provides,  apparently,  a  defi- 
nite and  growing  opportunity  for  workers,  the  employment 

of  psychiatric  social  workers  by  these  three  types  of  institu- 
tions seems  to  have  been  a  transitional  phase.  The  demand 

may  have  been  an  indication,  of  a  temporary  need,  to  disap- 
pear as  school  staffs  became  better  able  to  handle  effectively 

the  emotional  problems  of  the  children  and  young  people 
under  their  care.  However,  it  has  often  been  said  that  the 
more  alert  an  educational  staff  is  to  the  nature  of  emotional 

needs  and  problems,  the  greater  is  the  realization  of  the 

value  of  special  services.  If  this  is  true,  the  demand  for  the 

psychiatric  social  worker's  contribution  may  increase  as  its 
value  is  more  widely  recognized. 

SUMMARY 

The  role  of  the  psychiatric  social  worker  as  contributor  to 

a  program  of  mental  hygiene  education  seems  definitely 
established  within  the  fields  of  public  health  and  education. 
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In  the  public  health  nursing  organization,  there  has  been 
little  of  a  direct  case  work  function  with  the  clients  of  the 

agency,  the  purpose  being  primarily  to  help  the  public  health 

nurse  to  increase  and  utilize  more  effectively  a  knowledge  of 

emotional  problems  and  their  implications  for  physical  and 

mental  health  and  social  relationships.  In  educational  insti- 
tutions, case  work  and  mental  hygiene  education  are  combined. 

The  value  of  the  study  of  work  in  public  health  nursing 

organizations  lies  not  so  much  in  the  discussion  of  mental 

hygiene  content  and  the  organization  of  courses  and  group 

discussions  adapted  to  the  needs  of  the  staff.  Primarily  its 

contribution  lies  in  the  demonstration  of  how  it  may  add 

effectiveness  and  value  to  the  daily  work  of  the  staff  mem- 
ber. It  is  significant  that  the  shift  in  emphasis  from  lectures 

and  group  discussions  to  individual  conferences  occurred  in 

all  the  programs  studied,  also  that  the  problems  arising  in 

the  day-by-day  work  of  the  organization  became  the  nucleus 

for  the  content  of  the  group  discussions.  Specialized  assist- 
ance at  the  time  problems  occur  has  a  distinct  advantage  over 

that  given  in  a  course  where  members  bring  their  problems 

and  receive  suggestions  for  handling  situations  that  may  arise 

in  the  future.  The  experimental  work  carried  on  by  these 

public  health  nursing  organizations  in  the  effective  use  of  a 

full-time  specialist  in  mental  hygiene  has  implications  for 

other  professional  fields  that  prepare  workers  to  deal  in  hu- 
man relationships. 

Without  doubt  educational  institutions  offer  one  of  the 

largest  fields  of  opportunity  for  psychiatric  social  workers  in 

mental  hygiene  education.  The  developing  interest  in  mental 

hygiene  in  educational  institutions,  from  nursery  schools  to 

colleges,  is  general  and  permanent.  The  growth  of  definite 

mental  hygiene  or  guidance  programs  with  a  special  person- 
nel has  been  seriously  retarded  during  these  depression  years, 
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but  it  is  extremely  unlikely  that  schools  will  discontinue  their 

efforts  to  make  provision  for  individual  needs. 

The  general  use  of  social  workers  as  contributors  to  a 

mental  hygiene  program,  with  few  exceptions,  is  limited  to 

the  public  schools,  and,  within  that  group,  to  the  elementary 

level.  The  function  of  these  workers,  be  they  known  as  psy- 
chiatric social  workers  or  visiting  teachers,  is  at  present  clearly 

outlined  as  far  as  major  duties  are  concerned — case  work 
with  children  and  their  families,  sharing  in  mental  hygiene 

education,  and  assisting  in  a  closer  coordination  between  social 

agencies  and  schools.  The  administrative  organization  of  their 

work  within  the  schools  varies  greatly,  with  definite  indica- 
tions of  a  tendency  toward  a  closer  coordination  of  all  special 

services  within  one  guidance  department,  including  psychiat- 
ric, psychological,  medical,  and  social  services.  In  the  few 

instances  where  psychiatric  social  workers  are  employed  in 

private  and  nursery  schools,  their  function  is  identical  with 

that  in  the  public  schools,  with  the  emphasis  on  individual 

case  work.  In  the  colleges  and  universities,  function  is  less 

clearly  outlined,  and  the  future  is  uncertain.  However,  here 

the  psychiatric  social  worker  is  definitely  sharing  in  a  direct 

treatment  relationship  with  students  and  in  mental  hygiene 
education. 

Employment  of  psychiatric  social  workers  in  schools  is  in- 
evitably bound  up  with  the  larger  issue  of  mental  hygiene 

in  education,  which  concerns  both  individual  case  work  and 

teaching  activities.  Also,  mental  hygiene  in  education  is  rap- 
idly going  beyond  either  case  work  or  teaching  activities  by 

specialists.  It  concerns  selection  of  teachers,  emphasis  on  the 

guidance  function  of  a  teacher,  changing  administrative  pro- 
cedures within  a  school.  Whether  the  future  trend  will  be  in 

the  direction  of  the  employment  of  more  special  workers  with 

a  more  clearly  defined  function,  or  whether  regular  staff 
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members  will  become  increasingly  able,  by  special  training 
and  more  flexible  administrative  programs,  to  do  the  work 

without  special  aid  is  a  question  bound  up  with  developments 

arising  from  the  interrelationship  of  education,  mental  hy- 

giene, psychiatry,  and  social  work.  There  is,  however,  every 

indication  that  for  some  time  to  come  specially  equipped  per- 
sons can  be  of  distinct  service  in  two  capacities :  as  case  workers 

with  certain  children  whose  problems  cannot  be  reached  with- 
out intensive  study,  and  as  assistants  in  a  program  of  mental 

hygiene  education. 
Inherent  in  the  development  of  such  work  in  either  field 

is  the  question  of  adequate  preparation  for  it.  Certainly,  basic 

training  for  psychiatric  social  work  is  essential.  In  addition, 

there  is  every  indication  that  workers  accepting  such  positions 

need  some  knowledge  and  experience  in  the  field  which  they 

enter.  Many  of  the  workers  going  into  public  health  nursing 

organizations  or  educational  institutions  have  obtained  that 

essential  knowledge  after  they  accepted  the  position ;  yet  the 

testimony  of  several  as  to  difficulties  in  making  the  adapta- 
tion has  led  to  recommendations  that  more  courses  in  public 

health  and  in  education  be  offered  to  students  of  social  work 

who  are  interested  in  these  fields. 

In  education  particularly  this  question  is  of  immediate 

concern,  as  some  states  are  establishing  certification  require- 
ments for  visiting  teachers  or  psychiatric  social  workers  in 

schools.  Such  requirements  as  exist  generally  require,  or  at 

least  recommend,  the  dual  training  and  experience  of  teacher 

and  social  worker.  The  development  of  professional  educa- 
tion for  work  in  either  field  is  a  matter  of  concern  to  the 

AAPSW  and  the  professional  schools  of  social  work,  teacher 

training,  and  public  health  work.  As  the  work  expands,  co- 
operative efforts  should  be  directed  toward  the  establishment 

and  maintaining  of  adequate  standards  of  preparation  for 
those  who  enter  it. 



CHAPTER    SIX 

Some  Trends  in  Social  Treatment 

PSYCHIATRIC  social  treatment  cannot  be  discussed  apart 

from  social  work  generally.  As  a  special  branch  of  the 

whole  field  it  shares  a  general  aim  of  helping  people  work 

toward  a  better  adjustment,  and  in  dealing  with  patients  in 
whom  emotional  maladjustment  is  a  major  source  of  trouble, 

psychiatric  social  workers  use  procedures  and  draw  upon  re- 
sources common  to  all  social  work. 

There  is  increasing  agreement  that  distinctive  differences 
in  the  various  fields  of  social  work  are  based  not  so  much  on 

different  procedures  as  upon  special  emphases  arising  from 
recurring  experience  with  the  problems  peculiar  to  the  various 

types  of  agency  in  which  social  work  is  practiced.  Once  assigned 

to  a  "case,"  whatever  the  initial  problem,  the  worker  finds  her- 
self involved  in  all  the  human  relationships  that  surround 

breakdowns  in  social  functioning.  Her  task  is  bound  up  with 

the  client,  his  family  and  social  relationships,  and  with  com- 
munity resources  that  may  be  called  upon  for  aid.  Treatment 

is  concerned  with  those  relationships,  both  as  they  reveal  causes 

of  difficulty  and  as  they  offer  means  to  be  utilized  in  overcom- 
ing it.  Regardless  of  the  initial  problem,  or  of  the  agency  to 

which  it  is  referred,  treatment  is  directed  toward  one  goal — 

to  help  individuals  "develop  the  fullest  possible  capacity  for 

self -maintenance  in  a  social  group."1  Procedures  in  treatment 
become,  then,  in  simple  terms,  whatever  a  particular  social 

worker  does  in  a  particular  situation  to  further  the  client's 
progress  toward  that  goal. 

In  Social  Case  Work,  Generic  and  Specific  are  formulated 

three  processes  in  treatment:  "(i)  the  use  by  the  social  case 

1  Social  Case  Work,  Generic  and  Specific,  Report  of  the  Milford  Conference, 
New  York,  American  Association  of  Social  Workers,  1929. 



2oo  Psychiatric  Social  Work 

worker  of  resources — educational,  medical,  religious,  indus- 

trial— all  of  which  have  a  part  in  the  adjustment  of  the  indi- 
vidual to  social  living j  (2)  assisting  the  client  to  understand 

his  needs  and  possibilities  j  and  (3)  helping  him  to  develop 

the  ability  to  work  out  his  own  social  program  through  the 

use  of  available  resources."  In  psychiatric  social  work,  the 
very  essence  of  which  lies  in  its  concern  with  emotional  mal- 

adjustments within  the  client,  the  last  two  processes  receive 

a  primary  emphasis.  Yet  all  three  are  involved  in  psychiatric 

social  work  as  in  any  other  specialized  social  work  field. 

Psychiatry  has  shared  with  social  work  generally  an  at- 
tempt to  analyze  and  formulate  more  definitely  these  general 

treatment  procedures.  Discussion  has  undoubtedly  brought 

about  a  more  effective  analysis  of  situations,  a  clearer  under- 

standing of  relationships  with  clients,  increasing  skill  in  deal- 
ing with  attitudes  that  block  progress,  a  surer  recognition  of 

reasons  for  success  or  failure.  Such  discussions  have  been  crys- 

tallized in  writing,  progressively  revealing  a  richer  under- 
standing of  the  emotional  problems  with  which  the  social 

worker  deals,  new  approaches  to  problems,  new  emphases  in 

the  way  she  goes  about  her  task.  Yet,  at  the  point  of  definite 

formulation,  treatment  takes  on  an  elusive  quality,  particu- 

larly those  phases  of  treatment  that  are  concerned  with  atti- 
tudes and  feelings  and  that  proceed  by  means  of  a  developing 

personal  relationship  between  worker  and  client.  The  result 

is  apt  to  be  a  list  of  processes,  such  as  "providing  for  free  ex- 

pressing of  feeling"  by  "letting  the  client  talk,"  "giving  re- 

assurance" or  "encouragement,"  or  "making  suggestions" — 
procedures  used  in  any  field. 

Granted  that  psychiatric  social  treatment  cannot  be  sepa- 
rated from  social  treatment  generally,  and  that  many  of  the 

procedures  have  a  tendency  to  elude  specific  formulation, 

what  purpose  can  be  served  by  a  discussion  of  this  subject? 

There  have  been  in  the  twenty  years  of  the  history  of  psy- 
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chiatric  social  work  some  clearly  marked  changes  in  the  co- 

operative role  held  by  the  psychiatric  social  worker  in  agen- 
cies where  psychiatry  and  social  work  are  combined  in  the 

treatment  of  a  patient.  There  have  likewise  been  changes  in 
her  own  role  in  treatment  that  have  affected  what  she  does  in 

relationship  with  clients  and  the  way  she  goes  about  the  task. 

It  seems  not  only  worth  while  but  essential  for  a  discussion  of 

psychiatric  social  work  to  formulate  some  of  these  changing 
emphases.  The  fact  that  emphases  have  also  changed  in  all 
social  work  should  not  detract  from  a  certain  value  in  trying  to 

formulate  them  from  the  particular  point  of  view  of  one  group 

— social  workers  working  in  connection  with  psychiatry.  The 
material  presented  here  does  not  duplicate  the  discussion  of 

treatment  procedures  within  hospital  or  clinic  organizations 

in  Chapters  Two  and  Four.  It  does  not  claim  to  cover  all 

phases  of  the  subject,  but  rather  to  present  certain  aspects 
viewed  over  a  period  of  years. 

Exact  information  regarding  the  role  of  the  psychiatric  so- 
cial worker  in  treatment  over  a  period  of  years  was  difficult  to 

obtain,  and  such  records  as  were  available  did  not  always 

reveal  the  hows  and  whys  of  either  the  progress  of  the  client 

or  the  nature  of  the  relationship  with  the  worker.  The  fol- 
lowing sources  have  provided,  in  the  main,  the  material  for 

the  conclusions  drawn:  case  records,  both  old  and  recent,  con- 
tributed by  several  agencies;  articles  and  books  dealing  with 

the  subject  of  social  treatment 3  written  statements  formulated 

by  experienced  psychiatric  social  workers  and  psychiatrists  in 
answer  to  questions  as  to  the  role  of  the  worker  in  treatment; 
and  informal  discussion  with  leaders  in  both  fields.  The  re- 

sults, then,  represent  the  writer's  interpretation  of  the  mate- 
rial drawn  from  such  sources,  reinforced  by  the  data  of  the 

study  itself. 

Although  there  are  indications  that  further  changes  in  em- 

phasis have  taken  place  since  1936  when  this  chapter  was  pre- 
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pared,  it  has  not  been  feasible  to  obtain  and  interpret  material 
subsequent  to  that  year.  However,  it  is  hoped  and  believed 

that  these  pages  will  prove  useful,  both  as  a  historical  state- 

ment and  as  a  basis  for  further  study  of  psychiatric  social  treat- 
ment in  relation  to  progress  within  the  whole  field  of  social 

case  work. 

CHANGING  EMPHASES 

In  the  cooperative  role  of  the  psychiatric  social  worker  in 

the  usual  clinic  organization,  there  have  been  some  clearly 
marked  changes  during  the  last  ten  or  fifteen  years.  In  the 

first  clinics  that  combined  the  services  of  psychiatrist,  psy- 

chologist, and  social  worker,  a  definite  plan  of  procedure  de- 
veloped, to  be  generally  adopted  by  hospitals  and  clinics. 

There  were  three  steps,  shared  by  all  members  of  the  team:  the 

study,  the  analysis  of  data  and  the  diagnosis,  and  the  formu- 
lation of  a  plan  of  treatment.  The  psychiatric  social  worker 

was  responsible  for  the  social  history  and  a  study  of  social 

conditions  surrounding  the  patient,  for  participation  at  the 
staff  conferences  at  which  the  plans  for  treatment  were  drawn 

up,  and  for  carrying  out  those  measures  for  treatment  that 
were  related  to  the  social  needs  of  the  patient.  Generally,  she 

was  responsible  both  for  effecting  such  changes  in  the  social 

environment  as  seemed  indicated  and  possible  (the  "modifi- 

cation of  the  environment"  or  the  "social  manipulation,"  as 
this  part  of  her  work  came  to  be  called),  and  for  the  inter- 

pretation to  family  and  associates  of  the  patient's  difficulty 
and  the  recommendations  for  treatment,  a  second  phase  in- 

volving the  more  subtle  and  delicate  task  of  "changing  at- 
titudes." Responsibility  for  direct  contact  with  the  patient 

during  the  period  of  treatment  was  a  matter  that  depended 

upon  the  nature  of  the  individual  problem  as  well  as  on  the 
extent  to  which  intensive  treatment  was  being  given  by  the 
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psychiatrist.  The  division  of  work  frequently  meant  the  psy- 
chiatrist working  with  the  patient,  the  psychiatric  social  worker 

with  the  family,  associates  of  the  patient,  and  adverse  social 
conditions. 

Such  conceptions  of  the  organization  of  work  in  a  psychiat- 
ric agency  and  of  the  role  of  the  psychiatric  social  worker  in 

treatment  are  clearly  revealed  in  the  discussion  of  psychiatric 

social  work  treatment  in  Vocational  Aspects  of  Psychiatric  So- 

cial Work,2  and  in  a  study  by  Louise  Odencrantz  published 

in  1929.3  The  division  of  the  psychiatric  social  worker's  func- 
tion in  treatment  into  "modification  of  environment"  and 

"changing  of  attitudes"  is  likewise  indicated.  The  extent  to 
which  the  psychiatric  social  worker  shared  in  a  total  plan  for 
treatment,  the  extent  to  which  she  became  concerned  with  the 

emotional  problems  of  patient  or  family  and  carried  responsi- 
bility for  the  changing  of  attitudes,  varied  greatly,  depending 

upon  the  flexibility  of  the  particular  agency  in  conducting  its 
work,  and  upon  the  conception  of  the  role  of  the  psychiatric 

social  worker  held  by  the  directing  psychiatrist.  For  example, 

a  rather  rigid  organization  of  study,  diagnosis,  and  plan  of 

treatment  for  every  case,  together  with  a  belief  that  the  psy- 
chiatric social  worker  should  be  concerned  chiefly  with  the 

social  manipulation — the  finding  of  jobs,  boarding  homes, 
schools,  recreational  facilities,  and  explanation  or  interpreta- 

tion to  families  of  the  psychiatrist's  recommendations — has 
led  to  dissatisfaction,  occasionally  expressed,  that  the  psy- 

chiatric social  worker  is  only  an  "errand  girl"  attached  to  a 
clinic  to  carry  out  specific  behests  of  the  psychiatrist.  On  the 

other  hand,  a  flexible  organization,  with  the  psychiatric  social 

worker  sharing  responsibility  for  treatment  even  as  regards 

2  By  the  American  Association  of  Social  Workers.  New  York,  The  Associa- 
tion, 1925. 

3  The  Social  Worker  in  Family,  Medical  and  Psychiatric  Social  Work,  New 
York,  Harper,  1929,  p.  270—291. 
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attitudes,  has  led  to  the  development  of  an  increasingly  sig- 

nificant role  held  by  the  psychiatric  social  worker  in  the  treat- 
ment process. 

In  the  years  since  Vocational  Aspects  of  Psychiatric  Social 

Work  and  The  Social  Worker  were  published,  the  generally 

accepted  procedure  of  study,  diagnosis,  and  plan  of  treat- 
ment as  successive  steps  in  dealing  with  a  problem  has  given 

way  in  many  centers  to  a  more  flexible  procedure,  even 

though  "the  validity  of  the  basic  pattern  of  staff  organization 

has  not  been  seriously  challenged."4  Gone  also,  or  at  least 

going,  is  the  distinction  between  "social  manipulation"  and 

"changing  attitudes."0  And  concomitantly  with  these  changes 
in  emphasis  has  occurred  a  marked  increase  in  responsibility 

carried  by  the  psychiatric  social  workers  in  the  total  program 
of  treatment. 

Noticing  and  recording  changes  in  emphasis  in  a  field  of 

endeavor  over  a  period  of  years  is  always  a  simpler  process 

than  discovering  reasons  for  those  changes.  Just  what  the 

reasons  are  may  always  remain  a  matter  of  opinion.  Yet  it 

seems  evident  that  the  gradual  shift  from  a  rather  rigid 

study-diagnosis-plan  procedure  to  a  more  flexible  approach 
has  been  an  inevitable  result  of  close  experience  with  many 

patients  over  a  period  of  years.  From  it  has  come  a  steadily 

growing  realization  that  an  exhaustive  history  and  a  careful 

examination  are  beginning  steps  in  treatment  only  when  the 

patient,  his  family,  and  the  worker  go  through  the  process 

with  mutual  understanding  at  every  step,  the  patient  willing 

to  assist.  Study  can  be  a  bar  to  treatment,  no  matter  how 

4  George  S.  Stevenson  and  Geddes  Smith,  Child  Guidance  Clinics:  A  Quarter 

Century  of  Development,  New  York,  Commonwealth  Fund,  1934,  p.  11 7-1 18. 
5  For  fuller  discussion,  see  Frederick  H.  Allen,  Evolution  of  Our  Treatment 

Philosophy  in  Child  Guidance,  Mental  Hygiene,  14:1,  January  19305  Marjorie 
StaufTer,  Some  Aspects  of  Treatment  by  Psychiatrist  and  Psychiatric  Social 
Worker,  American  Journal  of  Orthopsychiatry,  2:152,  April  19325  Fern 

Lowry,  Current  Concepts  in  Social  Case- Work  Practice,  Social  Service  Review, 
12:571,  December  1938. 
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clear  an  understanding  the  worker  gains  of  the  problem,  if  it 

leaves  the  patient  and  those  close  to  his  problem  confused, 

uncomprehending,  fearful,  or  resistive.  Realization  of  the 

importance  of  attitudes  even  in  the  "history  taking"  part  of  a 
study  has  led  to  adaptations  in  the  process  of  this  initial  step 

in  contact  with  the  client.  Those  chief  adaptations  have  been 

a  less  rigid  adherence  to  a  social  study  outline,  less  emphasis 

on  the  need  of  a  complete  study  before  treatment  can  be 

begun,  a  greater  willingness  to  allow  the  patient  to  give  his 

story  as  he  sees  it,  emphasizing  the  factors  that  seem  impor- 
tant to  him,  and  as  a  result  of  all  these,  a  breaking  down  of 

any  dividing  line  between  study  and  treatment.  This  change 

has  been  discussed  from  the  point  of  view  of  the  child  guid- 
ance field  by  Dr.  George  Stevenson,  as  follows: 

At  the  earliest  stages  of  clinic  development,  emphasis  was 

placed  on  the  completion  of  a  satisfactory  study  before  treat- 
ment was  begun.  But  the  line  between  study  and  treatment, 

always  theoretical,  tends  to  disappear.  The  moment  at  which 

the  clinic  appears  as  an  element  in  the  child's  environment,  by 
entertaining  an  application  for  service,  marks  also  the  beginning 

of  a  relationship  between  the  patient  and  the  staff  which  must 

have  therapeutic  significance.  .  .  .  Some  clinics  rely  almost  en- 
tirely upon  what  comes  out  spontaneously  in  the  course  of  an 

interview,  believing  that  "history7  becomes  significant  as  one  of 

the  client's  reactions,"  and  that  gaps  in  the  data,  evidences  of 
stress  at  particular  points,  and  the  emotional  overtones  of  the 

conversation  may  be  quite  as  informing  as  the  facts  recorded.6 

Similar  emphases  have  influenced  the  use  of  the  "plan  of 

treatment"  drawn  up  by  the  staff  after  the  "complete  study" 
has  been  presented.  Again,  there  is  a  growing  conviction  that 

a  clear  understanding  of  the  problem  on  the  part  of  the  staff 

and  a  plan  drawn  up  by  the  staff  do  not  necessarily  open  the 

door  to  treatment.  Attitudes  of  patient  and  family  again 

6  Stevenson  and  Smith,  of.  cit.,  p.  84. 
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enter,  as  the  vehicle  through  which  treatment  proceeds  or  as 
the  bar  to  progress.  To  a  certain  extent,  attitudes  of  client  as 

an  aid  or  bar  in  treatment  have  always  been  recognized  in  case 

work.  The  significant  element  that  has  led  to  a  changed  pro- 
cedure is  the  realization  that  once  a  plan  is  prepared,  an  in- 

tellectual approach  of  worker  to  client  frequently  fails.  And 
as  a  result,  the  task  of  the  social  worker  to  bring  about  certain 
changes  in  the  environment  or  to  interpret  to  the  patient  or 

family  the  psychiatrist's  recommendations  is  viewed  in  a  new 
light. 

An  illustration  taken  from  a  1929  case  record  in  a  mental 

hygiene  clinic  may  serve  to  make  clear  just  what  is  involved 

in  this  realization.  A  twelve-year-old  girl  was  referred  to  the 
clinic  because  of  failure  in  school,  inability  to  make  friends, 

and  marked  fear  reactions  to  any  new  and  unfamiliar  situa- 

tion. The  study  was  made,  with  the  social  history,  psychologi- 
cal examination,  and  psychiatric  findings  based  on  interviews 

with  both  mother  and  child.  The  staff  discussion  emphasized 

the  normal  intellectual  endowment  of  the  girl,  physical  find- 
ings essentially  negative,  and  a  markedly  close  relationship 

between  mother  and  daughter,  mother  showing  undue  con- 
cern about  the  slightest  symptom  and  worrying  whenever  the 

child  was  out  of  her  sight,  the  child  clinging  to  the  parent  and 

unhappy  away  from  her.  The  plan  of  treatment  outlined  in- 
cluded, among  other  things,  getting  the  child  away  from  the 

mother  by  arranging  a  summer  in  camp,  a  task  delegated  to 
the  social  worker. 

The  mother's  attitude  seemed  thoroughly  cooperative — 
she  expressed  herself  as  anxious  and  willing  to  carry  out  any 

suggestions.  The  record  then  contained  a  running  account  of 

the  social  worker's  contact  with  the  family,  which  seemed  to 

go  smoothly.  The  worker  explained  the  child's  need  for  de- 
veloping independence  and  the  effect  of  too  much  maternal 

concern.  At  an  auspicious  moment,  the  subject  of  camp  was 
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broached,  the  mother  expressing  concern  over  the  separation 

involved  but  agreeing  to  the  suggestion.  As  summer  ap- 
proached, plans  were  discussed  with  both  mother  and  child, 

the  child  docilely  agreeing  but  showing  little  interest.  The 

mother  began  to  express  doubts,  which  the  worker  met  with 

argument,  persuasion,  and  more  explaining,  in  each  instance 
again  seeming  to  win  the  mother  to  her  point  of  view.  As 

plans  proceeded,  things  began  to  happen.  The  child  did  not 
keep  her  appointment  for  the  physical  examination  required 
of  all  campers.  A  second  appointment  was  made,  the  worker 

in  person  seeing  that  it  was  kept.  The  mother  did  not  get  the 

child's  camping  togs  until  after  much  urging  by  the  worker. 
When  the  day  arrived,  the  mother  sent  word  that  the  child 

was  ill  and  could  not  go.  A  week  later  the  worker  in  person 

saw  a  tearful  child  bid  goodbye  to  an  equally  tearful  mother, 

who  again  was  bolstered  up  by  reasoning  and  reassurance. 

A  few  days  later,  the  camp  director  wrote  that  they  could 

not  keep  the  child,  who  moped  in  her  tent,  wept  piteously  for 

her  mother,  and  could  not  be  drawn  into  any  activity.  When 

the  worker,  with  some  difficulty,  persuaded  the  camp  to  keep 

the  child  a  little  longer,  the  child  promptly  became  ill  and 

was  finally  brought  home  to  a  mother  obviously  delighted  at 

the  way  things  had  turned  out.  The  relationship  between 

mother  and  worker  did  not  go  well  during  the  weeks  that 

followed.  Outwardly  friendly  and  responsive,  the  mother 

effectively  blocked  any  attempt  on  the  part  of  the  worker  to 

assist  her  and  the  child  to  attain  a  more  independent  exist- 
ence. There  were  excuses  for  missed  clinic  appointments,  and 

finally  the  "case  was  closed."  A  procedure  that  may  have 
resulted  in  a  marked  change  of  attitude  in  many  mothers 

failed  with  this  one.  The  situation  is  a  typical  example  of  a 
plan  blocked  by  emotional  reactions  of  a  mother  who  had 

professed  with  seeming  sincerity  a  desire  to  "do  anything  the 
clinic  thought  best"  for  her  child. 
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Comparisons  with  similar  recent  clinic  records  show  the  new 

light  in  which  the  task  of  a  psychiatric  social  worker  is  viewed. 

They  reveal  less  attention  to  the  "facts"  of  a  social  history 
obtained  according  to  a  usual  outline,  more  attention  to  the 

attitudes  and  feelings  of  the  mother  from  the  time  of  the 

first  interview  through  the  whole  process  of  treatment.  Defi- 

nite indications  of  the  mother's  inability  to  help  the  child 
appear  all  through  the  1929  record.  A  decade  later  the  chances 

are  they  would  be  recognized  for  what  they  were,  not  un- 

willingness to  cooperate  but  clear-cut  signs  that  the  mother's 
emotional  problems  were  as  real  as  her  child's.  Such  being 

the  case,  they  would  be  regarded  not  merely  as  an  "attitude 
to  be  changed"  but  as  indications  that  the  person  herself 
needed  some  help.  It  is  unlikely  that  such  an  aggressive  role 

would  be  played  by  the  worker,  who  would  realize  that  such  a 

procedure  could  end  only  in  defeat.  The  goal  of  growing  inde- 
pendence for  the  child  would  still  remain,  but  the  process  of 

achieving  it  would  involve  a  slower  tempo  in  the  worker's 
activity,  less  emphasis  on  the  child,  and  probably  the  abandon- 

ment, at  least  for  the  time  being,  of  explanation,  reasoning, 
and  persuasion.  The  worker  would  direct  her  energies  toward 

an  understanding  of  the  mother,  helping  her  express  just  what 
this  dependency  meant  to  her,  and  waiting  for  the  emergence 

of  a  plan  for  which  the  mother,  not  the  worker,  would  accept 

full  responsibility.7 
This  illustration  also  reveals  the  impossibility  of  separat- 

ing the  "modification-of-social-environment"  aspect  from  the 

"changing-of-attitudes"  aspect  of  the  social  worker's  task  in 
treatment.  We  find  the  seemingly  simple  task  of  finding  a 

7  For  fuller  discussion  of  this  changing  point  of  view  in  regard  to  the  social 

worker's  task,  see  Esther  Heath,  The  A -pf  roach  to  the  Parent:  A  Study  in  Social 
Treatment,  New  York,  Commonwealth  Fund,  1933 ;  Katharine  Moore,  A 

Specialized  Method  in  the  Treatment  of  Parents  in  a  Child  Guidance  Clinic, 

Psychoanalytic  Review,  21:415,  October  1934  (abstract  in  the  News-Letter  of 
the  American  Association  of  Psychiatric  Social  Workers,  September  1933); 
and  Stevenson  and  Smith,  of.  cit. 
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camp  for  a  child  shot  through  with  emotional  implications 

that  must  be  met  before  the  modification  can  take  place,  emo- 
tional implications  that  lead  to  the  very  root  of  the  problem 

toward  which  the  efforts  of  both  psychiatrist  and  worker  are 

directed.  Similar  complications  may  face  the  worker  who  at- 
tempts to  find  a  foster  home  for  a  child,  or  to  locate  a  nursery 

school,  or  to  help  a  man  find  a  job.  The  growing  conviction 
that  social  manipulation  and  changing  of  attitudes  cannot  be 

separated  is  evident  in  literature  on  the  subject  of  psychiatric 

social  work  treatment,8  a  conviction  that  has  a  direct  bearing 
on  the  seemingly  diminishing  concern  over  the  much  disap- 

proved "errand-girl"  function  of  psychiatric  social  work.  A 
leading  psychiatric  social  worker  with  years  of  experience  in 

the  state  hospital  field  recently  said,  when  discussing  this  sub- 
ject (the  quotation  is  not  exact)  : 

What  seem  on  the  surface  to  be  simple  errands  often  turn  out 

to  be  a  means  of  making  an  effective  contact  with  client  or 

family,  of  uncovering  emotional  problems  which  have  up  to  that 

time  not  been  discovered,  and  of  giving  a  new  starting  point  to 

treatment,  either  by  psychiatrist  or  worker.  Many  of  the  so- 

called  "errands" — looking  up  facts  concerning  property  of  com- 
mitted patients,  checking  bank  accounts,  registration  of  deeds,  etc. 

— when  handled  by  skilled  workers,  have  proved  to  be  an  entree 

into  situations  that  not  only  reveal  relationships  affecting  the  pa- 

tient, but  give  an  excellent  opportunity  for  the  worker  to  influ- 
ence attitudes  of  the  family  toward  him.  Errands  carried  out  by 

the  experienced  and  skilled  may  thus  become  a  significant  means 
of  treatment. 

The  changing  role  of  the  psychiatric  social  worker  as  a 

member  of  a  clinic  team  clearly  reveals  three  things:  (1)  the 

8  See  Charlotte  Towle,  The  Evaluation  and  Management  of  Marital  Situa- 
tion in  Foster  Homes,  American  Journal  of  Orthopsychiatry ',  1:271,  April 

1 931;  Eleanor  Neustaedter,  The  Integration  of  Economic  and  Psychological 
Factors  in  Social  Case  Work,  Proceedings  of  tlie  National  Conference  of  Social 
Work,  1930,  p.  198  j  Madeline  Moore,  A  Case  in  Attitude  Therapy,  New  York, 
American  Association  of  Psychiatric  Social  Workers,  1935,  p.  27—28. 
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gradual  disappearance  of  the  emphasis  on  clear-cut,  progres- 
sive steps  of  study,  diagnosis,  and  plan,  and  the  greater  rec- 

ognition of  the  importance  of  the  patient's  attitudes  in  any 
phase  of  this  worker-client  relationship ;  (2)  the  realization 
that  modification  of  environment  and  treatment  of  emotional 

problems  are  inextricably  bound  together  and  cannot  be  sepa- 
rated, except  in  terms  of  emphasis 3  and  (3)  the  steadily  in- 

creasing responsibility  carried  by  the  psychiatric  social  worker 
in  treatment.  And  along  with  this  changing  role  have  occurred 

changes  in  her  relationship  with  clients. 

THE  STUDY  OF  TECHNIQUES 

Psychiatric  social  workers — both  those  who  have  remained 
in  the  field  and  those  who  have  gone  into  other  branches  of 

social  case  work — have  taken  seriously  the  task  of  studying 
and  attempting  to  formulate  new  techniques,  of  clarifying 
for  themselves  and  others  the  steady  progress  in  their  work 

with  emotional  disturbances  as  revealed  through  social  rela- 
tionships. The  recognition  of  a  need  for  such  progressive 

formulation  and  an  appeal  for  concerted  efforts  toward  that 

goal  are  expressed  in  an  article  by  Miss  Grace  Marcus,  pub- 
lished in  1923: 

The  psychiatric  social  worker  has  been  so  busy  proclaiming 

her  existence  and  staking  off  her  claims  in  the  social  field  that 

she  has  not  always  taken  time  to  consider  what  she  would  do 

with  her  conquered  territory.  The  preliminary  challenge  that 

the  rest  of  the  fraternity  issued  she  answered  to  some  extent  by 

pointing  out  as  the  distinguishing  tool  in  her  equipment  her  pos- 

session of  a  "psychiatric  point  of  view."  For  a  beginning  this  was 
a  sufficient  revelation  to  establish  the  new  guild.  The  regular 

case-worker  gladly  yielded  room  to  anyone  able  to  discern  in 
cases  with  which  she  had  failed  the  existence  of  nervous  and 

mental  abnormalities  accountable  for  the  failure.  .  .  .  The 

propaganda  of  the  psychiatric  movement  led  her  to  expect,  not 

only  a  different  diagnosis,  but  a  revolution  in  methods  and  mira- 
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clcs  in  results  as  well,  and  certainly  what  she  beheld  of  real 

achievement  in  the  new  field  gave  her  some  justification  for 

these  expectations.   .    .    . 

The  average  psychiatric  social  worker  has  no  illusions  about 

her  competence,  for  she  is  too  often  confronted  by  the  impossi- 
ble in  her  cases  to  overrate  the  value  of  her  present  technique. 

She  so  frequently  resorts  to  blind  experiment  or  acts  on  un- 
authorized inspiration  that  she  cannot  easily  forget  in  what  a 

primitive  stage  of  evolution  her  whole  art  is.  .  .  .  When  she 
reviews  the  record  of  her  work,  she  cannot  formulate  from  it 

any  new  principle  of  action,  although  she  has  fumbled  through 

a  procedure  which  she  knows  to  be  new  and  in  its  essence  .  .  . 

intangible.  .   .   . 

The  psychiatric  social  worker,  if  she  really  is  cultivating  new 

and  better  powers  of  self-direction  in  her  clients,  should  be  pro- 
ducing record  material  of  value  to  all  social  workers  interested 

in  dealing  with  detrimental  social  attitudes  in  a  more  subjective 

way.  To  the  psychiatric  social  worker  closely  associated  with  the 

medical  experts  in  this  field  and  able  to  concentrate  all  her  ener- 
gies on  the  problem  of  making  subjective  adjustments,  belongs 

peculiarly  the  task  of  experimenting  with  and  formulating  case 

work  methods  for  dealing  with  the  inner  life  of  her  clients.  .   .   . 

When  the  psychiatric  case-worker  gives  us  records  of  subjec- 

tive treatment — the  explanations,  arguments,  persuasions  and 
compulsions  in  which  she  deals,  the  fluctuations,  lapses  and  com- 

plete blocks  in  response  which  she  encounters — we  shall  have 
the  beginning  of  a  literature  from  which  we  can  formulate  more 

general  methods  and  standards,  by  which  we  can  test  the  validity 

of  our  preconceived  ideas,  and  from  which  we  can  salvage  all 

the  little  subtleties  and  inspirations  that  make  for  a  finer  art.9 

Progress  toward  this  goal  may  even  now  fall  far  short  of 

the  hope  of  formulation  of  "general  methods  and  standards" 

by  which  may  be  tested  the  "validity  of  preconceived  ideas," 

or  even  the  "salvaging"  of  all  the  little  subtleties  that  "make 

for  a  finer  art."  Yet  psychiatric  social  workers  have  attained  a 
clearer  understanding  of  the  nature  of  the  problems  with 

9  Grace  Marcus,  The  Psychiatric  Point  of  View  in   Social  Work,  Mental 
Hygiene ,  7:755,  October  1923. 
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which  they  deal,  as  well  as  ability  to  foresee  and  to  handle 

more  skilfully  the  complications  involved  in  the  relationships 
between  client  and  worker.  There  are  two  main  aspects  of  that 

progress.  One  concerns  a  concentration  upon  a  group  of  clients 

— the  above  illustration  is  an  example — with  whom  the  usual 
case  work  methods  have  brought  little  success,  resulting  in  the 
development  of  definite  adaptation  in  procedures  applied  to 
them.  The  other  is  a  growing  conviction  that  the  relationship 

established  between  worker  and  client,  and  continually  chang- 
ing as  treatment  progresses,  is  the  core  of  successful  or  unsuc- 

cessful treatment.  And  bound  up  with  both  these  issues  is  the 

changing  working  relationship  of  psychiatrist  and  psychiatric 
social  worker. 

An  obvious  illustration  of  the  type  of  emotional  malad- 

justment which  persists  in  spite  of  careful  study  and  pains- 
taking effort  on  the  part  of  case  workers  is  shown  in  the  situa- 

tion described  above,  of  the  mother  who  could  not  give  up  the 

satisfactions  accruing  from  the  extreme  dependency  of  her 
child.  In  every  case  load  such  situations  appear,  to  disturb  and 

baffle  case  workers,  particularly  when  obvious  intelligence, 

physical  well-being,  and  expressed  desire  to  overcome  the  diffi- 
culty seem  to  presage  a  successful  outcome  of  treatment.  Such 

are  the  cases  which,  after  months  of  effort  of  the  agency,  have 

so  often  been  listed  as  "closed — uncooperative." 
For  psychiatric  social  workers  the  study  of  causes  of  failure 

to  respond  to  treatment,  and  the  concentration  upon  techniques 
for  handling  such  resistance,  became  of  absorbing  interest. 
Progress  is  revealed  in  increased  understanding  of  causes  for 

such  resistance,  definite  adaptations  in  procedure,  and  a  chang- 

ing philosophy  of  the  relationship  of  client  and  worker.  Judg- 

ing from  the  literature  of  the  past  few  years,  and  from  sub- 
jects for  discussion  among  psychiatric  social  workgroups,  there 

seem  to  have  been  two  phases  of  that  progress.  The  first  was 

an  interest  in  the  study  of  techniques,  in  increasing  the  worker's 
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skill  j  the  second  was  a  complete  shift  from  formulation  of 

techniques  on  the  part  of  the  worker  to  a  more  careful  study 

of  the  patient's  emotional  responses  in  his  relationships. 
Generally  speaking,  in  1923  or  thereabouts,  psychiatric  so- 

cial workers  were  interested  in  studying  techniques.  Simply 

stated — perhaps  too  simply — the  prevailing  belief  seemed 
to  be  that  results  could  be  obtained  with  these  baffling  situations 

if  only  the  worker  could  develop  sufficient  skill  in  changing 

attitudes.  The  interview,  one  means  of  social  case  work  treat- 
ment, was  singled  out  for  special  study.  Interviews,  recorded 

verbatim,  were  used  as  a  basis  for  staff  and  committee  discus- 

sions, workers  continually  seeking  for  the  skilful  "approach" 
that  would  win  the  client  to  a  different  point  of  view. 

Such  emphasis  is  clearly  revealed  in  Psychological  Proc- 
esses in  Interviewing,  an  article  which  summarizes  results  of 

a  group  study  of  interview  techniques.10  There  can  be  no 
doubt  that  such  study  and  discussion  helped  psychiatric  social 

workers  to  recognize  more  clearly  the  reasons  for  resistance, 

and  to  gain  skill  in  meeting  attitudes  that  blocked  progress. 

Nevertheless,  such  study,  however  much  concerned  with  un- 

derstanding and  working  with  the  client's  point  of  view,  was 
still  based  on  the  acceptance  of  the  investigation,  the  diagnosis, 

and  a  plan  of  treatment  formulated  by  the  agency.  The  role 

of  the  social  worker  still  was  conceived  to  be  that  of  helping 

put  into  effect  a  plan  evolved  by  the  staff  conference  and  re- 
garded as  desirable  for  the  client.  She  still  played  a  dominant 

role,  the  task  of  treatment  being,  in  the  words  so  often  used, 

10  Helen  L.  Myrick,  Psychological  Processes  in  Interviewing,  in  Interviews, 
Interviewers,  and  Interviewing  in  Social  Case  Work,  New  York,  The  Family 
Welfare  Association  of  America,  1931,  p.  1 15-123. 

The  article  drew  criticism  from  at  least  one  source  as  representing  "a  form 
of  manipulation  through  deception  which  clients  resent  and  have  a  right  to 
resent  when  they  discover  it.  They  resent  it  as  any  of  us  would  resent  the  at- 

tempt to  manage  us,  even  for  our  own  good."  Richard  C.  Cabot,  Treatment 
in  Social  Case  Work  and  the  Need  of  Criteria  and  of  Tests  of  Its  Success  or 

Failure,  Proceedings  of  the  National  Conference  of  Social  Work,  1931, 
Chicago,  University  of  Chicago  Press,  p.  3-24. 
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to  "make  the  client  see."  However  kindly,  tactfully,  or  skil- 
fully she  proceeded,  she  had  a  definite  goal  with  the  client,  to 

change  an  attitude  which  stood  in  the  way  of  carrying  out  a 

program  in  which  the  client  might  share  but  which  was  never- 
theless planned  by  the  agency.  And  there  can  be  no  doubt  that 

emphasis  on  developing  skill  in  meeting  such  attitudes,  valu- 
able as  it  might  be,  still  did  not  yield  desired  results. 

Dr.  Anna  Freud,  in  an  article  dealing  with  her  work  with 

children,  indicates  a  basic  reason,  applicable  to  case  work,  why 
such  procedures  frequently  failed. 

The  worker  with  the  problem  child  is  expected  to  do  that 

which  the  upbringing  has  so  far  failed  to  accomplish,  to  bring 

the  individual  and  the  outside  world  into  some  sort  of  adjust- 
ment. But  only  when  both  sides  are  amenable  is  there  any  chance 

of  success  for  this  task.  .  .  .  The  social  worker  tries  first  to 

reason  with  the  adult  environment  of  the  child  or  to  reduce  the 

material  need  when  it  is  such  as  to  have  become  unbearable.  In 

a  favorable  case,  the  abnormal  manifestations  of  the  child  here- 
upon decrease  and  the  child  himself  becomes  more  accessible  to 

the  diminished  demands  made  upon  him.  The  success  thus 

achieved  encourages  the  parents  to  make  further  concessions  and 

finally,  after  both  sides  have  repeatedly  given  way,  the  conflict 

may  be  fully  solved. 

To  our  surprise,  however,  we  find  that  this  desirable  and 

comprehensible  success  is,  despite  prolonged  and  costly  efforts, 

not  achieved  in  most  cases.  The  worker  with  problem  children 

must  be  prepared  for  the  fact  that  not  all  parents  are  capable 

of  enlightenment.  ...  In  such  cases,  social  service  is  prepared 

for  more  energetic  measures.  The  child  is  removed  from  his 

home  .  .  .  from  the  authority  of  the  parents  and  the  continu- 
ance of  their  detrimental  influence.  Thus  a  favorable  environ- 
ment is  assured. 

What  the  social  worker  is  ordinarily  not  prepared  for  is  the 

fact  that  this  change  in  the  external  situation  may  remain  en- 
tirely without  effect.  When  the  conflict  between  instincts  and 

restraints  is  no  longer  an  external  one  between  the  child  and 

his  educators,  but  has  become  an  internal  one  between  the  con- 



Some  Trends  in  Social  Treatment  2I5 

science,  which  has  taken  over  the  role  of  educator,  and  the  re- 
maining ego  of  the  child,  then  every  effort  directed  toward  the 

environment  of  the  child  is  futile.  The  child  reacts  toward  every 

environment  as  if  it  were  the  original  one;  toward  every  allevia- 
tion and  vouchsafing  of  freedom  as  if  the  earlier  pressure  and 

lack  of  freedom  were  being  maintained  undiminished.  .  .  .  The 

worker  with  problem  children  who  does  not  understand  the 

treatment  of  the  neuroses  has  here  reached  the  limit  of  his  capa- 

bilities .  .  .  faced  with  a  task  for  which  [he  is]  entirely  un- 

trained and  unprepared.11 

Clearly,  the  impasse  described  by  Dr.  Freud  in  certain 

cases  of  maladjusted  children  was  similarly  met  in  dealing 
with  adult  clients  in  whom  the  conflict  with  external  circum- 

stances had  become  a  conflict  within  the  client  himself,  so 

great  that  he  had  lost  the  power  to  adapt  himself.  The  study 

of  the  nature  of  that  conflict,  and  of  its  effect  upon  the  prog- 
ress of  social  case  treatment,  represents  one  of  the  most  recent 

developments  in  the  field.  Based  largely  on  psychoanalytic 

contribution,  such  study  and  its  effect  upon  social  work  repre- 
sents one  of  the  most  interesting  and  controversial  subjects  of 

the  last  few  years.  Psychiatric  social  workers  have  contrib- 
uted much  to  this  development. 

NEW  DEVELOPMENTS  IN  SOCIAL  CASE  WORK 

In  1930,  there  appeared  the  first  general  presentation  of  a 

"concept  of  social  case  work  as  individual  therapy  through  a 

treatment  relationship."12  The  book,  with  its  clear-cut  pres- 
entation of  psychological  factors  inherent  in  the  relationship 

of  worker  and  client — factors  which  must  be  clearly  under- 

stood if  progress  is  to  be  made — stimulated  widespread  inter- 
est in  the  role  of  social  worker  as  therapist,  and  held  out  new 

hope  of  alleviating  baffling  human  problems.  Between  1930 

11  Anna  Freud,  Child  Analysis,  The  Survey,  68:398,  September  1,  1932. 

12  Virginia  P.  Robinson,  A  C/tanging  Psychology  in  Social  Case  Work, 
Chapel  Hill,  University  of  North  Carolina  Press,  1930. 
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and  1936,  there  have  been  in  certain  centers  developments  in 
case  work  in  which  workers  very  definitely  assumed  a  respon- 

sibility for  the  treatment  of  emotional  difficulties  in  clients, 
with  equally  definite  modification  of  procedures.  And  with 
this  development,  new  terms  arose,  seemingly  designating  a 
new  function  in  case  work.  These  new  terms,  much  discussed 

but  unfortunately  none  too  well  understood,  were  "relation- 

ship therapy,"  "attitude  therapy,"  and  "passive  technique." 
Before  taking  up  what  necessarily  must  be  a  brief  discussion 

of  the  tendencies  in  social  case  work  which  these  terms  repre- 
sent, it  is  essential  to  remember  that  they  do  not  indicate 

any  sudden  changes  or  new  developments.  Long  before  the 
words  were  coined,  there  had  been  definite  changes  in  the 
role  of  the  social  case  worker.  The  material  of  this  chapter 
has  already  indicated  these  general  changes,  especially  within 

the  psychiatric  clinics  (see  above  page  205) — a  lessening  de- 

pendence upon  an  approach  based  on  the  worker's  analysis  of 

the  problem,  an  emphasis  upon  the  client's  feelings  and  atti- 
tudes about  his  experiences  as  well  as  upon  the  facts  of  those 

experiences,  and  a  growing  realization  of  the  greater  efficacy 
of  a  treatment  plan  initiated  by  the  client  rather  than  by  the 

worker.  A  more  "passive"  role,  in  terms  of  a  growing  reluc- 
tance on  the  part  of  workers  to  rush  in  with  a  ready-made 

plan,  was  definitely  affecting  worker-client  relationships  be- 

fore "passivity"  became  a  catchword. 
The  beginning  of  these  changing  emphases  is  well  illus- 

trated in  the  literature.13  The  following  statement  presents 

13  Grace  Marcus,  Some  Asfects  of  Relief  in  Family  Case  Work,  New  York, 
Charity  Organization  Society,  19295  Eleanor  Neustaedter,  The  Integration  of 
Economic  and  Psychological  Factors  in  Social  Case  Work,  Proceedings  of  the 

National  Conference  of  Social  Work,  1030,  p.  198;  and  Charlotte  Towle,  The 
Evaluation  and  Management  of  Marital  Situation  in  Foster  Homes,  American 

Journal  of  Orthopsychiatry,  1:271,  April  1931;  Florence  Hollis,  Environ- 

mental (Indirect)  Treatment  as  Determined  by  the  Client's  Needs,  in  Differen- 
tial Affroach  in  Case  Work  Treatment,  New  York,  Family  Welfare  Association 

of  America,  19365  Fern  Lowry,  Current  Concepts  in  Social  Case- Work  Prac- 
tice, Social  Service  Review,  12:571,  December  1938. 
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clearly  one  basis  for  the  philosophy  that  lay  back  of  the  new 
terms. 

No  one  wants  another  to  apply  any  process  to  the  inmost  self, 

however  desirable  a  change  in  personality  and  behavior  may  seem 

objectively.  .  .  .  Resistance  to  cure,  however,  is  not  necessarily 

open,  conscious  or  violent.  The  most  docile  patient  is  able  to  dem- 
onstrate the  worthlessness  of  the  remedy  and  the  helplessness  of 

the  doctor.14  In  the  face  of  my  own  personal  realization  of  the 
impotence  of  the  other  to  help  me  unless  I  let  him,  ...  I  am 

forced  to  accept  the  full  limitation  which  this  recognition  im- 
plies, in  my  own  power  to  help  others.  I  know  in  advance  that  no 

one  is  going  to  experience  change,  call  it  growth  or  progress  if 

you  have  the  courage,  because  I  think  it  would  be  good  for  society, 

good  for  his  family,  or  even  good  for  himself.  I  know  equally  well 

that  no  one  is  going  to  accept  help  from  me  because  someone  else 

thinks  it  desirable.  The  anxious  parent,  the  angry  school  teacher, 

the  despairing  wife  or  husband,  must  bear  their  own  burdens, 

solve  their  own  problems.  I  can  help  them  only  in  and  for  them- 
selves, if  they  are  able  to  use  me. 

One  must  accept  one's  final  limitations  and  the  right  of  the 
other,  perhaps  his  necessity,  to  refuse  help,  to  take  help  on  his 

own  terms,  not  as  therapist,  friends  or  society  might  choose.  My 

knowledge  and  skill  avail  nothing,  unless  they  are  accepted  and 

used  by  the  other.15 

Such  a  concept  is  a  marked  departure  from  the  relationship 
implied  in  the  function  of  the  social  worker  as  described  in  the 

Odencrantz  study,  embodying  the  "modification  of  the  en- 

vironment" and  the  "changing  of  attitudes."16  It  is  a  concept 
that  inevitably  checks  enthusiasm  for  any  endeavor  to  empha- 

size skills  in  interviewing  and  "techniques"  for  changing  atti- 
tudes. It  presents  a  recognition  of  a  fundamental  impasse  fre- 

quently met  by  all  social  workers  who  seek  to  change  behavior 

14  As  in  the  case  described  on  page  206  ante. 

15  Jessie  Taft,  The  Dynamics  of  Therapy  in  a  Controlled,  Relationship,  New 
York,  Macmillan,  1933,  p.  3-5. 

16  Louise  C.  Odencrantz,   The  Social  Worker  in  Family,  Medical  and  Psy- 
chiatric Social  Work,  New  York,  Harper,  1929,  p.  270-291. 
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or  attitudes  by  recourse  to  the  pressure  of  social  standards  or 
personal  influence.  And  with  a  frank  admission  that  such  influ- 

ences frequently  fail  has  come  a  renewed  study  of  the  reasons 
for  such  failure,  a  search  for  more  effective  means  of  treat- 

ment, and  a  new  awareness  of  the  nature  of  the  social  worker's 
role  in  treatment. 

In  the  discussion  of  this  development  of  the  role  of  social 

worker  as  therapist,  two  aspects  should  be  kept  clearly  in 
mind.  One  involves  experimental  work  with  a  given  group  of 
cases.  The  other  is  concerned  with  the  influence  upon  social 

case  work  generally,  the  philosophy  about  relationships  with 

human  beings  in  trouble — an  influence  emerging  from  the 
constant  desire  of  any  social  worker  to  improve  her  relation- 

ship with  her  client,  regardless  of  the  nature  of  his  problem. 
The  nature  of  the  influence  has  been  expressed  by  Miss  Bertha 

Reynolds: 

There  is  .  .  .a  large  place  for  helping  the  client  to  bring  his 

conscious  understanding  to  bear  upon  his  adjustment  to  life,  in 

cases  where  emotional  difficulties  are  not  a  major  part  of  the 

problem.  In  all  these  forms  of  social  case  work  .  .  .  the  atti- 

tude of  open-minded  understanding  on  the  part  of  the  case 

worker,  the  willingness  to  let  the  client's  wish  and  need  be  pre- 
eminent, is  an  essential  attitude  if  the  work  is  to  have  high  quality, 

and  just  as  much  when  the  case  worker  is  occupied  with  environ- 
mental change  as  when  the  major  difficulties  are  within  the 

personality.17 

As  so  often  happens,  interest  in  the  influence  upon  all  case 

work  developed  long  before  the  experiments  themselves  were 

clearly  understood.  Much  of  the  misunderstanding  and  criti- 
cism that  has  greeted  the  concept  of  social  worker  as  therapist 

in  emotional  problems  has  been  due  to  a  lack  of  understand- 

17  In  the  discussion  of  the  paper  Trends  in  Treatment,  by  Grace  Marcus, 
American  Journal  of  Orthopsychiatry,  3:344,  July  1933. 



Some  Trends  in  Social  Treatment  2I9 

ing  of  the  two  aspects,  and  to  premature  application  of  con- 
cepts that  appeared  to  be  novel  to  the  conduct  of  case  work 

generally. 

"Relationship  therapy,"  "attitude  therapy,"  and  "passive 
technique"  are  terms,  then,  applied  to  certain  outgrowths  of 
this  search  for  causes  of  failure,  for  a  more  effective  approach 

to  clients,  and  for  adapted  treatment  procedures.  They  rep- 
resent experimental  procedures  in  certain  areas  with  a  certain 

group  of  clients.  Their  very  existence  indicates  that  a  point 

has  been  reached  where  adapted  procedures  become  suffi- 

ciently different  from  past  practices  to  warrant  a  new  termi- 
nology. The  terms  were  new,  yet  there  was  nothing  in  the 

nature  of  a  new  discovery  in  the  work  they  designate.  Miss 
Marcus  says: 

As  a  matter  of  fact,  the  problems  of  relationship  were  not  im- 
ported into  casework;  they  are  native  to  it.  And  the  question  for 

caseworkers  was  whether  these  problems  were  to  be  identified 

and  met  so  that  the  relationship  might  be  utilized  as  an  essen- 
tial medium  of  therapy  or  whether  they  should  remain  a  source 

of  confusion  or  defeat.  From  an  evolutionary  point  of  view  the 

realization  of  the  passive  role  was  only  a  further  step  in  the  fa- 

miliar process  of  adjusting  the  conduct  of  treatment  to  the  psy- 
chological needs  of  the  client,  this  time  by  taking  into  account 

the  neglected  dynamics  of  the  casework  relationships.18 

In  such  "taking  into  account  the  neglected  dynamics  of  the 

casework  relationships,"  and  in  the  resultant  developments, 
the  influence  of  psychoanalysis  is  evident.  Social  workers  seek- 

ing new  ways  of  meeting  problems  found  in  the  psychoanalytic 

approach  aid  in  new  understanding  and  in  suggested  proce- 
dures. A  full  discussion  of  that  influence,  and  of  the  theoreti- 

cal basis  of  the  developments  represented  by  these  two  terms, 

18  Grace  Marcus,  Trends  in  Treatment,  American  Journal  of  Orthofsychia- 
try,  3-337)  July  1933- 
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would  require  a  far  more  intensive  study  than  is  possible  in 

this  survey.  The  discussion  that  follows  represents  only  an 

attempt  to  clarify  the  terms,  and  to  explain  the  general  nature 
of  the  work  they  represent. 

"Relationship  therapy,"  designating  a  particular  approach, 
originated  in  Philadelphia  under  the  leadership  of  the  staff  of 

the  Pennsylvania  School  of  Social  Work.19  The  Family  Wel- 
fare Society  of  Philadelphia  definitely  fostered  greater  par- 

ticipation by  social  case  workers  in  the  treatment  of  emotional 

problems.  The  Philadelphia  Child  Guidance  Clinic  experi- 
mented with  procedures  with  clients  in  which  the  psychiatric 

social  workers  carried  responsibility  for  treatment,  particularly 
with  parents. 

One  basic  factor  in  the  development  of  relationship  ther- 
apy was  the  realization  that  the  worker  bears  to  certain  of  her 

clients  a  relationship  which  rests  not  merely  on  the  circum- 

stances that  brought  the  two  together — the  client  in  need  of 
some  service,  the  worker  the  one  to  whom  he  has  come.  The 

client  reacts  in  terms  of  his  present  need  and  the  help  he  ex- 
pects her  to  give.  The  worker  becomes,  in  process  of  the 

client's  solution  of  his  problem,  a  person  representing  others 
who  have  held  a  close  relationship  to  the  client  in  the  past, 

especially  parents  and  brothers  and  sisters.  With  clients  still 

involved  in  conflicts  with  these  persons  who  played  so  sig- 

nificant a  role  in  their  past,  the  worker  may  variously  repre- 
sent the  indulgent  parent,  the  harsh,  unyielding  parent,  or  a 

sibling  with  whom  was  maintained  a  happy  or  difficult  rela- 
tionship. The  client  tends,  without  realizing  it,  to  re-enact 

with  the  worker  the  drama  of  his  family  relationships,  and  to 

reveal  in  working  out  plans  with  her  the  behavior  patterns 

which  were  his  ways  of  adjusting  to  the  difficulties  in  his  fam- 
19  See  Jessie  Taft,  TJie  Dynamics  of  Therapy  in  a  Controlled  Relationship, 

New  York,  Macmillan,  1933;  Virginia  P.  Robinson,  A  Changing  Psychology 
in  Social  Case  Work,  Chapel  Hill,  University  of  North  Carolina  Press,  1930. 
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ily  situation.  Such  being  the  case,  the  relationship  of  worker 

and  client  is  regarded,  not  in  terms  of  external  need  and  serv- 
ice only,  but  in  terms  of  all  these  subtle  factors  that  lie  below 

the  surface  yet  affect  the  progress  of  case  work.  Relationship 

is  ever  changing,  a  challenge  to  the  skill  and  understanding 
of  a  case  worker  who  is  learning  to  meet  successive  situations 

that  are  never  quite  the  same,  and  to  understand  each  new 
manifestation  of  changing  attitudes  and  behavior. 

In  any  case  work  situation,  such  a  challenge  exists.  Respon- 
sibility rests  upon  the  worker  for  constantly  developing  power 

to  understand  and  to  adapt  procedures  with  every  client.  In 
a  certain  few,  however,  the  client  reveals  capacity  to  accept 

his  own  emotional  problem,  to  reach  a  point  where  he  wishes 
to  face  directly  and  to  understand  better  his  own  difficulties 

in  relationship  with  people.  Coming  to  the  worker  for  help  in 

finding  a  job,  for  assistance  in  his  economic  need,  for  help  in 
finding  medical  care  or  a  home  for  his  children,  he  reaches  a 

point  where  he  accepts  her  also  as  a  person  who  can  help  him 

work  out  his  own  emotional  problems.  In  a  therapeutic  rela- 

tionship, then,  he  is  given  an  opportunity,  at  regular  inter- 
vals, to  discuss  those  difficulties  with  her.  The  worker  assumes 

a  role  described  by  the  term  "passive,"20  creating  a  situation 
wherein  the  client  may  talk  freely,  may  bring  up  any  mate- 

rial concerning  his  past  experience  that  is  significant  to  him, 

may  react  as  he  feels,  the  worker  refraining  from  praise  or 

blame,  direct  advice,  judgmental  attitudes — a  relationship  at 
once  sympathetic  and  impersonal.  In  such  a  situation,  the 

20  It  is  unfortunate  that  the  term  "passive"  has  come  to  designate  the  work- 

er's*1 role  in  this  process.  Such  a  role  could  never  be  conceived  as  doing-  nothing, 
a  common  misinterpretation  of  the  term.  She  does  relinquish  activity  of  a  cer- 

tain sort,  such  as  analyzing  the  client's  problem  for  him,  explaining,  making 
plans,  urging,  deciding  matters  for  him.  Yet  the  process  itself  is  a  highly  active 
one,  requiring  a  high  degree  of  skill  and  continual  adaptation  to  a  constantly 

changing  relationship.  "There  is  no  place  in  treatment  for  passivity,  if  this 
means  inaction."  Frederick  H.  Allen,  Therapeutic  Work  with  Children,  Ameri- 

can Journal  of  Orthopsychiatry,  4:  193,  April  1934. 
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client  may  express  resentment,  hostility,  or  any  other  strong 
feelings  without  being  subjected  to  the  emotional  responses 
which  such  expression  usually  evokes  from  persons  with 

whom  the  client  works  and  lives.  Through  such  a  relation- 
ship, the  client  is  enabled  to  face  his  own  difficulties  in  his 

social  relationships,  to  understand  the  part  his  own  emotional 

reactions  play  in  preventing  his  adjustment,  and,  through 
expression  of  them,  to  work  toward  a  more  effective  handling 
of  them. 

In  certain  case  work  agencies,  interesting  developments  in 
such  treatment  procedures  are  being  carried  on  with  clients 

whose  readiness  to  accept  the  worker  as  "therapist"  is  evident. 
While  consultation  with  psychiatrists  is  sometimes  available, 

the  work  is  developing  independent  of  psychiatry,  the  worker 
accepting  such  a  role  as  part  of  a  service  she  can  offer. 

"Attitude  therapy,"  another  term  designating  a  special  role 
of  social  worker  in  a  therapeutic  relationship,  came  into  use 
at  the  Institute  for  Child  Guidance  in  New  York  City,  where 

it  was  experimentally  developed  under  the  direction  of  Dr. 
David  M.  Levy.  Applied  to  a  small  number  of  patients,  it  was 

an  outgrowth  of  research  in  work  with  parents  treated  with  a 
wide  variety  of  methods  over  a  period  of  years. 

Attitude  therapy  represented  an  experiment  wherein  the 

psychiatric  social  worker  carried  responsibility  for  direct 
treatment  of  the  emotional  problems  of  the  mother  of  the 
child  referred.  The  usual  function  of  the  psychiatric  social 

worker  in  a  child  guidance  clinic  involved  aiding  the  clinic 
in  the  study  of  the  child  and  later  becoming  consultant  to  the 
mother  about  the  child,  dealing  with  attitudes  that  stood  in 

the  way  of  treatment.  The  child  under  treatment  provided 

the  starting  point  for  work  with  the  mother,  who  might  be 

interested,  cooperative,  or  defensive — showing  resentment, 

fear,  disapproval — sometimes  even  complicating  the  child's 
relationship  with  psychiatrist  by  curiosity  as  to  what  hap- 
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pened,  or  by  jealousy  of  the  relationship.  Such  attitudes  were 
the  concern  of  the  worker,  who  in  her  contacts  with  the 

mother  met  and  discussed  them  with  her,  the  child  always 

the  focal  point.  If  the  child  improved  under  a  simple  pro- 
gram of  changes  in  his  environment  or  slight  modification  in 

methods  of  handling  him,  a  more  intensive  treatment  would 

not  be  begun.  If  the  mother  was  able  to  act  upon  and  carry 

out  suggestions  or  advice,  again  therapy  would  not  be  indi- 
cated. Likewise,  if  the  mother  was  regarded  by  the  psychia- 

trist as  having  marked  nervous  and  mental  symptoms,  such 

procedure  would  not  be  initiated  by  the  psychiatric  social 
worker. 

In  certain  situations,  however,  when  the  problem  was 

clearly  one  of  a  mother's  emotional  difficulties,  the  focal  point 
shifted  from  the  child  and  the  effects  of  attitudes  upon  him 

to  the  problems  of  the  mother.  There  usually  was  a  stage  in 
the  relationship  when  the  worker  became  more  clearly  aware 
of  some  of  the  causes  of  behavior  and  the  motives  underlying 

them.  There  sometimes  also  was  a  stage  when  these  factors 

in  the  situation  began  to  be  understood  by  the  client  as  well. 

Sometimes  she  asked  help  directly  for  herself — at  this  point 
attitude  therapy  began.  In  many  clinics,  undoubtedly,  the 
mother  would  be  referred  to  the  psychiatrist  at  this  point.  At 

the  Institute  for  Child  Guidance — provided  the  mother 
showed  no  marked  mental  or  nervous  symptoms  of  a  serious 

nature — the  worker,  who  was  already  in  touch  with  her,  ac- 
cepted responsibility  for  treatment  on  this  new  basis.  The 

mother  who  had  recognized  her  problem  accepted  the  worker 

as  one  in  a  position  to  help,  and  met  her  at  definitely  ap- 
pointed times. 

Attitude  therapy  developed  only  under  such  conditions, 

and  as  an  outgrowth  of  a  relationship  already  existing  with 

the  worker.  Whether  it  developed  at  all,  and  at  what  point 

in  the  process  of  treatment  it  did  appear,  clearly  depended 
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upon  the  nature  of  the  problem  as  well  as  upon  the  growing 
relationship  of  client  and  worker.  Skill  on  the  part  of  the 

worker,  as  well  as  the  client's  capacity  to  participate  in  a 
therapeutic  relationship,  was  a  definite  factor  in  the  success- 

ful attainment  of  the  point  at  which  therapy  might  be  begun. 
Once  this  point  was  reached,  the  mother  accepted  responsi- 

bility for  working  through  her  own  difficulties.  The  worker 

discontinued  contact  with  the  child,  whose  treatment  pro- 
gressed in  the  hands  of  the  psychiatrist.  The  mother  was  en- 

couraged to  talk  freely  about  her  own  relationships,  her  own 
difficulties  in  connection  with  home  and  social  contacts.  Miss 

Katharine  Moore,  in  a  paper  on  this  subject,  stated,  in  de- 
scribing the  beginning  of  this  stage  of  treatment: 

While  .  .  .  there  were  no  marked  differences  in  the  subjects 

of  the  mother's  conversation,  certain  new  signs  in  the  interviews 
.  .  .  were  of  interest.  The  child  was  brought  into  discussion 

less  routinely.  ...  In  general,  mothers  spent  increasingly  more 

time  talking  of  things  recognized  as  pertinent  to  themselves. 

They  no  longer  made  apologies  for  using  time  to  discuss  them- 
selves and  there  was  evidence  of  increased  freedom  in  expressing 

their  feelings  in  past  and  current  relationships.21 

Miss  Madeline  Moore,  in  her  pamphlet  A  Case  in  Atti- 
tude Therapy y  described  in  complete  detail  the  progress  of 

treatment  of  a  mother  who  brought  her  child,  a  little  girl  of 

three,  to  the  Institute.22  Attitude  therapy  was  begun  at  the 
point  where  the  mother  accepted  herself  as  patient  and  the 

worker  as  therapist.  She  "was  accepted  for  attitude  therapy 
on  the  basis  of  her  concern  with  her  own  problem,  her  desire 

21  A  Specialized  Method  in  the  Treatment  of  Parents  in  a  Child  Guidance 
Clinic,  Psychoanalytic  Review,  21:415,  October  1934.  Abstract,  News-Letter 
of  the  American  Association  of  Psychiatric  Social  Workers,  September  1933; 

David  M.  Levy,  Attitude  Therapy,  American  Journal  of  Orthopsychiatry, 
7: 103,  January  1937. 

22  A  Case  in  Attitude  T/iera-py,  page  9.  Prepared  for  presentation  and  dis- 
cussion at  the  Conference  of  Social  Work,  1935.  Printed  by  the  American 

Association  of  Psychiatric  Social  Workers,  New  York,  in  1935. 
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for  treatment,  her  ability  to  comprehend  the  ideology  of 
treatment,  and  her  freedom  from  gross  psychopathological 

symptoms."  The  client  was  referred  because  of  vomiting, 

food  refusal,  prolonged  dawdling  at  the  table.  Other  prob- 
lems were  thumbsucking,  occasional  masturbation,  temper 

tantrums,  marked  jealousy  of  other  children,  and  need  for 

continued  reassurance  of  her  mother's  love.  "Specific  sugges- 

tions were  offered  to  help"  but  "though  the  mother  saw  the 
child's  favorable  response,  she  remained  anxious,  depressed 

and  unable  to  carry  out  suggestions."  "When  nursery  school 
was  advised  for  the  child,  the  mother  at  first  seized  this  sug- 

gestion, then  proceeded  to  make  an  exhaustive  study  of 
schools,  finding  something  unsuitable  in  each,  or  making  an 
issue  of  the  fees  in  spite  of  available  financial  resources  to 
meet  this  need.  .  .  .  Her  attitude  toward  taking  a  job  was 

explored.  Here  again  .  .  .  the  mother  could  not  accept  the 

necessity  of  separation  from  the  child."  As  interviews  con- 

cerning the  child  progressed,  "There  was  some  further  eluci- 

dation of  the  mother's  problem  regarding  her  earlier  expe- 
riences and  the  effect  that  they  had  on  her.  She  spoke  with 

great  emotion  of  the  deprivation  of  her  early  years,  espe- 

cially her  relationship  with  her  sisters."  She  wished  she  could 

break  away  from  their  domination  of  her.  "She  was  disturbed 
about  her  marital  adjustment,  recognizing  that  her  husband 

was  not  her  'ideal'  but  feeling  that  her  lack  of  education  de- 

prived her  of  anyone  more  desirable."  As  she  talked  of  her 
hostility  to  her  husband  and  sisters,  her  fear  of  being  domi- 

nated became  evident,  also  that  part  of  her  reaction  to  her 
child  was  caused  by  her  fear  that  the  child  would  dominate 
her. 

Attitude  therapy  began  at  the  point  where  the  mother  was 

able  and  willing  to  shift  her  attention  from  the  child  to  her- 

self, to  recognize  "her  hostility  to  the  child,  her  guilt  over 
the  maternal  rejection,  her  discouragement  over  her  inability 
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to  maintain  relationships  without  complete  submission  to  the 

domination  of  others.  The  latter  she  saw  as  an  outgrowth  of 

relationships  to  her  family,  especially  her  sisters,  and  as  in- 

fluencing her  relationship  to  the  child.  Her  acceptance  of  the 

role  of  patient  involved  helping  her  see  her  emotional  prob- 

lem in  more  concrete  terms."  Therapy  continued  for  fifteen 
months,  the  child  being  treated  at  the  same  time  by  the  psy- 

chiatrist. The  mother  was  seen  at  appointed  times  once  a 

week,  later  twice  a  week.  During  this  time  she  expressed 

freely  her  difficulties,  steadily  gaining  a  better  understanding 

of  them  and  a  capacity  to  work  out  relationships  with  sisters 

and  husband  with  a  lessened  fear  of  domination,  and  less  need 

to  protect  herself  from  it.  Her  bitter  contempt  for  herself, 

her  guilt  about  sex  experiences,  her  anxiety  about  her  cruel 

and  destructive  impulses  toward  her  child  were  expressed 

during  the  interviews.  In  the  pamphlet,  there  is  no  summary 

statement  of  the  situation  when  therapy  was  discontinued. 

There  is  no  indication  that  the  mother's  problems  or  difficul- 
ties in  her  relationship  with  the  child  were  entirely  solved.  Yet 

the  very  content  of  the  interviews,  given  verbatim,  reveals 

an  increasing  ability  on  the  part  of  the  mother  to  meet  more 

adequately  daily  situations.  It  seems  evident  that  she  was 

gaining  confidence  in  herself,  was  happier  and  calmer,  that 

the  child's  behavior  was  less  disturbing  to  her  as  was  also  her 
fear  of  domination  and  the  desire  to  inflict  harsh  punishment. 

It  is  significant  that  the  child  also  showed  improvement. 

Such  a  surface  description  of  the  progress  of  treatment  is 

of  course  much  too  simple.  A  process  of  merely  talking  and 

gaining  understanding  through  talking  does  not  describe  the 

process  of  therapy.  The  essence  of  the  process  eludes  descrip- 

tion j  the  relationship  with  the  worker,  whose  ability  to  un- 

derstand the  process,  to  see  significance,  to  guide  the  inter- 
views, to  handle  hostility  and  other  expressions  of  feeling, 

to  know  when  to  give  reassurance  and  encouragement,  to 
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know  when  to  refrain,  to  be  able  to  keep  her  own  feelings 

from  complicating  the  picture — all  are  involved  in  the  suc- 
cess or  failure  of  such  a  treatment  procedure.  All  this  does 

not  appear  in  the  story,  yet  it  is  fully  as  important  as  the 

response  and  resultant  improvement  of  the  patient.  It  should 
be  mentioned  here  that  all  through  the  period  of  treatment 
there  was  close  contact  between  social  worker  and  psychiatrist, 

under  whose  treatment  the  child  was  progressing. 

Attitude  therapy  developed,  then,  as  a  controlled  experi- 
ment at  the  Institute  of  Child  Guidance  with  a  small  propor- 

tion of  mothers,  whose  situation  seemed  to  indicate  that  they 

would  profit  by  a  special  technique.  The  experiment  came 
to  an  end  in  1933  with  the  closing  of  the  Institute.  Work 

in  attitude  therapy  was  carried  on  in  New  York  City  and 

Boston  by  social  workers  interested  in  developing  it  and 

working  in  connection  with  seminars  conducted  by  Dr.  Levy. 
Available  data  are  lacking,  however,  as  to  the  exact  nature  of 

that  development.  The  term,  like  "relationship  therapy"  and 

"passive  technique,"  has  been  used  inaccurately  to  describe 
adaptations  of  interview  procedures  with  patients.  Its  devel- 

opment in  clinic  work  will  undoubtedly  be  followed  with  in- 
terest during  the  next  few  years. 

There  has  been  much  discussion  as  to  the  difference  be- 

tween attitude  and  relationship  therapy.  In  procedure,  the 

two  developments  are  very  similar.  There  are  the  regular 

appointments,  with  definite  time  limits,  when  the  patient  dis- 

cusses freely  the  problems  involved  in  family  and  social  rela- 

tionships. The  obvious  difference  in  origin  is,  of  course,  recog- 

nized. "Attitude  therapy"  is  practiced  in  close  and  continuous 
relationship  with  the  psychiatrist,  who  is  treating  the  child 

and  who  is  in  constant  touch  with  the  progress  of  the  work 

with  the  mother.  "Relationship  therapy"  represents  an  inde- 
pendent activity  of  the  social  worker.  Another  suggested  dif- 

ference is  that  "attitude  therapy"  deals  primarily  with  atti- 
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tudes  in  the  current  social  situation,  and  makes  no  special  at- 
tempt to  help  the  client,  through  the  treatment  process,  to 

work  through  problems  deeply  rooted  in  earlier  relationships 

in  family  life.  "Relationship  therapy"  sets  no  such  limits,  but 

meets  such  deep-seated  factors  if  they  arise  in  treatment.23 
Of  course,  no  hard  and  fast  lines  can  be  set  as  to  where  either 

procedure  stops.  The  contrast  remains  largely  a  matter  of 

differing  emphasis.  In  both,  the  situations  are  different  with 
each  client,  and  in  both,  the  relationship  with  the  worker  is  a 

basic  factor  in  treatment.  Just  how  far  the  worker  goes  in  the 

matter  of  meeting  deep-seated  problems  of  maladjustment  is 
one  of  the  interesting  and  controversial  questions  in  the 

whole  discussion  of  social  worker  as  therapist,  and  one  con- 
cerning which  much  further  study  is  indicated. 

"Passive  technique"  is  a  term  whose  origin  cannot  be  lo- 
cated in  any  development  in  any  one  agency.  It  seems  to  be 

a  more  generalized  result  of  the  same  forces  that  produced 

relationship  and  attitude  therapy.  The  idea  of  the  passive  tech- 
nique in  case  work  undoubtedly  has  had  a  marked  effect  upon 

the  philosophy  of  case  work  generally,  and  the  wide-spread 
interest  that  greeted  it  has  been  responsible  for  much  of  the 

misunderstanding  and  perhaps  misapplication  of  the  contribu- 

tion it  may  offer.  "Passivity"  has  been  explained  as  follows: 

Essentially  passivity  imposes  on  the  therapist  the  renunciation 

of  the  parental  role  in  actual  relationship  to  the  client.  It  entails 

the  complete  refusal  to  enact  that  role  in  either  its  indulgent  or 

depriving  aspects.  Its  fundamental  thesis  is  that  the  client  is  emo- 
tionally self-determining.  He  is  accessible  to  treatment  only  of 

problems  which  he  himself  feels  and  has  an  urge  to  work  out. 

Whatever  the  personal  or  social  consequences  may  be,  the  client 

controls,  or  more  accurately,  is  unconsciously  controlled  by  his 

own  problems,  and  therapy  may  assist  him  in  solving  them  only 

in  the  way  and  to  the  extent  his  own  desire  and  his  own  capacity 

23  See  A  Symposium  on  Attitude  Therapy,  News-Letter  of  the  American 
Association  of  Psychiatric  Social  Workers ,  July  1935. 
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dictate.  Even  when  the  client  more  or  less  blindly  seeks  help,  the 

caseworker  can  gain  admission  to  his  inner  world  not  through 

the  exercise  of  an  invasive,  authoritative  role  but  through  the 

intuitive  processes  of  identification, — identification  with  his  emo- 

tional life  as  he  lives  it.24 

Case  records  illustrating  "passive  technique"  are  similar  to 

those  representing  "attitude  therapy"  and  "relationship  ther- 
apy." They  are  quite  different  from  the  earlier  records,  with 

the  accustomed  analysis  of  situation,  projected  plans  drawn  up 
by  worker  or  staff,  and  statement  of  results  obtained.  They 

reveal  a  running  record  of  interviews,  with  the  client  express- 
ing his  rebellion,  bitterness,  resentment,  or  other  emotion,  the 

worker  listening,  and  now  and  then  directing  the  course  of 

that  expression  by  a  comment  or  a  question.  There  is  no  prob- 
ing for  information,  yet  data  concerning  family  circumstances, 

physical  conditions,  the  story  of  past  experiences  are  steadily 
revealed  as  the  work  progresses.  Such  records  do  not  reveal 

all  the  subtle  elements  of  the  worker's  active  participation  in 
the  process,  such  factors  as  posture,  facial  expression,  tone  of 

voice,  all  of  which  together  may  or  may  not  give  the  client  the 
needed  conviction  that  here  is  a  person  who  can  understand, 

can  listen  to  any  expression  without  the  emotional  responses 

of  praise  or  blame,  reproof  or  argument.  This  rapport  between 

worker  and  client,  this  "neutrality"  that  nevertheless  carries 
to  the  client  a  needed  reassurance  of  quick  response  and  sym- 

pathetic interest,  is  an  essential  factor  in  any  therapeutic  proc- 
ess. The  personal  qualities  of  a  worker,  in  addition  to  skill, 

knowledge,  and  experience  in  case  work  problems,  remain  basic 
determiners  of  success  in  such  work. 

It  is  interesting  to  read  some  of  the  newer  records — these 

chronological  accounts  of  interviews — and  to  see  the  changes 

that  slowly  take  place  in  the  client's  behavior — changes  re- 
vealed always  in  the  content  of  the  succeeding  interviews.  In 

24  Grace  Marcus,-  Trends  in  Treatment,  American  Journal  of  Orthopsychia- 
try, 3:337>  July  1933- 
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many  such  we  see  clients,  incapacitated  in  terms  of  the  com- 

monly accepted  standards  of  social  adequacy — ability  to  work, 

to  find  friends,  to  carry  responsibilities — slowly  developing  a 
new  ability  to  understand  their  problems,  to  accept  limita- 

tions, to  go  on  with  the  process  of  living  with  a  lessening  of 

the  burdens  of  fear,  rebellion,  antagonisms  that  make  satis- 
factory social  relationships  impossible.  There  can  be  no  doubt 

that  these  "therapies"  represent  definitely  a  step  beyond  the 
stage  in  case  work  where  workers,  to  use  Anna  Freud's  de- 

scription again,  not  understanding  the  treatment  of  the  neu- 
roses, were  faced  with  a  task  for  which  they  were  entirely 

unprepared. 

UNSETTLED  ISSUES 

Many  practical  problems  are  to  date  unanswered,  will  con- 

tinue to  be  subjects  for  study  and,  no  doubt,  sources  of  dis- 
agreement. One  of  the  most  pressing  problems  will  inevitably 

arise  from  the  premature  and  indiscriminate  application  of 

these  concepts  by  workers  who  do  not  fully  understand  their 

significance  and  who  lack  the  experience  essential  for  suc- 

cessful practice  of  "therapeutic  techniques."  Procedures  such 
as  those  described  above  undoubtedly  should  for  some  time 

to  come  be  limited  to  a  rather  rigidly  selected  group  of  clients 
and  practiced  by  case  workers  who  have  had  experience  in  the 

study  and  treatment  of  problems  of  emotional  maladjust- 
ment. 

There  is  already  some  indication  of  a  basis  for  such  selec- 
tion, that  is,  the  decision  as  to  which  persons  will  profit  by 

"relationship,"  "attitude,"  or  "passive"  therapy.  Generally 
speaking,  they  are  drawn  from  the  group  of  clients  whose 

own  emotional  problems  prevent  them  from  taking  advan- 

tage of  opportunities  for  self-help.  They  must  be  ready  to 
face  difficulties  and  willing  to  put  forth  efforts  to  work  them 

out.  A  statement  that,  of  an  entire  case  load  of  a  family  wel- 
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fare  agency,  only  3  per  cent  were  being  treated  by  such  thera- 
peutic procedure  gives  some  idea  of  the  proportion  with  whom 

such  handling  was  deemed  desirable.25  Such  a  statement  is 
reassuring  to  case  workers  who,  regarding  this  development 

as  one  that  would  supplant  all  other  procedures,  were  dis- 
turbed because  they  did  not  understand  just  how  it  was  to  be 

done. 

Concern  about  such  wide-spread  application  has,  appar- 
ently, centered  around  situations  where  the  social  worker  felt 

keenly  a  responsibility  for  the  welfare  of  others  affected  by 

the  client.  "How,"  many  asked,  "can  a  passive  role  be  as- 
sumed in  cases  where  the  client  is  either  neglecting  or  ham- 

pering the  development  of  children,  where  an  active  tuber- 
cular condition  or  syphilitic  infection  is  endangering  the  other 

members  of  the  family,  where  a  dangerously  insane  person 

needs  to  be  committed  for  protection  of  himself  or  family, 

where  a  feebleminded  girl  continues  to  produce  illegitimate 

children  to  be  cared  for  by  some  social  agency: " 
The  only  sensible  answer  to  such  questions,  and  to  the  hot 

discussions  they  produce,  seems  to  be  that  the  therapeutic  re- 
lationship is  not  to  be  indiscriminately  applied  with  all  clients. 

"Therapy"  has  not  revolutionized  case  work;  it  is  an  exten- 
sion of  it  into  the  area  represented  by  a  group  of  clients  who 

did  not  respond  to  any  other  means.  In  connection  with  "atti- 

tude therapy"  the  statement  has  already  been  made  that  it  is 
not  applied  in  cases  where  direct  explanation  and  suggestion 

bring  results ;  it  is  never  applied  in  any  case  where  a  simple 

change  in  environment  brings  a  seemingly  successful  adjust- 
ment. Generally,  it  would  not  be  applicable  to  the  feeble- 

25  Statement  made  by  Miss  Libbey  in  discussion  of  the  paper  by  Madeline Moore,  A  Case  in  Attitude  Therapy  y  New  York,  National  Conference  of  Social 
Work,  1935.  See  also  Margaret  Millar,  Modern  Use  of  Older  Treatment 
Methods,  Proceedings  of  the  National  Conference  of  Social  Work,  1937,  Chi- 

cago, University  of  Chicago  Press,  p.  205-215,  and  Paul  Sloane,  Direct  Treat- 
ment in  Social  Case  Work,  American  Journal  of  Orthopsychiatry ,  7: 182,  April 

1937- 
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minded  or  degenerate,  or  to  delinquents  or  criminals  who 

seem  "adjusted"  to  their  life  of  crime  and  indicate  no  desire 
to  change.  It  would  not  be  used  with  clients  whose  very  pres- 

ence in  families  jeopardizes  public  health.  Common-sense 

methods  in  use  with  such  problems  long  before  the  "thera- 

pies" came  into  being  are  still  in  use,  and  doubtless  will  con- 
tinue to  remain  effective.  Suggesting,  explaining,  persuading, 

urging,  advising,  invoking  the  force  of  the  law  and  of  social 
requirements  are  not  entirely  cast  into  outer  darkness  because 

the  "passive  technique"  has  captured  popular  interest.  One 
of  the  practical  effects  of  these  newer  developments  will  in- 

evitably be  the  better  classification  of  the  types  of  problems 
in  any  case  load,  and  a  sounder  foundation  for  different  types 

of  case  work  procedures  based  on  problems  and  needs.26 
Along  with  the  development  of  "therapy"  with  a  certain  small 
proportion  of  clients  has  come  the  franker  recognition  that 
many  clients  who  would  not  profit  by  such  procedures  still 
respond  to  simple  direct  methods. 

Nevertheless,  a  definite  influence  upon  the  general  phi- 

losophy underlying  worker-client  relationships  has  been  felt. 
Specifically,  it  involves  a  greater  respect  for  the  client  as  an 

individual,  of  his  own  powers  of  self-help  and  self -direction, 
and  a  willingness  to  let  him  use  them  to  his  utmost  capacity 
to  solve  his  own  problem.  It  means  a  shift  away  from  the 

worker's  analysis  of  problems  and  plan  of  treatment  to  em- 

phasis upon  the  client's  analysis  of  the  situation  as  he  sees  it 
and  upon  plans  initiated  by  him.  Clients  vary,  of  course,  in 

capacity  for  self-understanding  and  self-direction,  and  varia- 
tion must  be  taken  into  account.  Such  shifting  emphasis  is 

none  the  less  a  wholesome  one  and,  even  in  the  most  super- 
ficial contacts,  should  make  for  more  effective  worker-client 

26 

Dijf erential  Affroach  in  Case  Work  Treat??ient,  New  York,  Family  Wel- 
fare Association  of  America,  1936;  Florence  Hollis,  Some  Contributions  of 

Therapy  to  Generalized  Case  Work  Practice,  The  Family,  15:328,  February 
1935- 
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relationships,  without  in  any  way  revolutionizing  case  work. 
The  difficulty,  however,  in  discussions  of  therapy  lies  in  the 
intangible  boundary  lines  between  this  influence  upon  case 

work  generally  and  the  beginning  of  these  specialized  experi- 
mental techniques  which  have  been  discussed  in  this  chapter. 

The  treatment  interview  may  be  construed  to  include  a  whole 

range  from  the  provision  of  an  opportunity  to  talk  freely  to  a 

sympathetic  listener  to  a  highly  technical  process.27  The  ca- 
tharsis derived  from  the  former  may  be  achieved  by  any 

worker,  or,  for  that  matter,  by  any  person  who  has  the  capacity 

for  establishing  what  E.  W.  Burgess  terms  "empathy"28  with 
another  in  trouble.  Every  social  worker  uses  it.  Yet  such  a 

process  is  not  therapy  as  discussed  in  this  chapter,  which  is  a 
specialized  process  developed  by  skilled  workers  with  certain 

clients  who  recognize  their  problem  and  are  accessible  to  treat- 
ment. 

Who  should  practice  therapy  in  case  work,  thus  described? 

Here  is  another  question  which  has  precipitated  much  discus- 
sion. How  much  knowledge  of  social  psychiatry  or  of  advanced 

mental  and  nervous  disorders  is  essential?  Should  the  worker 

herself  have  had  the  experience  of  a  personal  analysis?  Can 

young  students  be  trained  to  take  over  a  therapeutic  role? 

There  seem  to  be  no  definitely  formulated  or  accepted  an- 
swers. There  is  no  disagreement  that  basic  equipment  should 

include  the  study  of  emotional  disorders,  such  study  provided 

by  courses  in  social  psychiatry,  psychiatric  social  work,  psycho- 
analytic theory,  and  the  like.  Yet  the  questions  as  to  just  what 

and  how  much  have  never  been  satisfactorily  answered.  There 

is  general  agreement  that  a  personal  analysis  is  a  valuable 

part  of  equipment,  yet  much  disagreement  as  to  whether  it  is 
essential. 

27  See  Pauline  Young-,  Interviewing  in  Social  Work,  New  York,  McGraw- 
Hill,  1935,  p.  304. 

28  See  his  Discussion  in  The  Jack  Roller,  by  Clifford  Shaw,  Chicago,  Univer- 
sity of  Chicago  Press,  1930,  p.  194. 
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Closely  related  to  basic  equipment  is  the  above-mentioned 
divided  opinion  of  psychiatrists  in  regard  to  assumption  of 

responsibility  for  therapy  by  social  workers.  Some  seem  to  be 

actively  aiding  in  the  process,  working  with  social  workers  to 

help  them  develop  new  skills.  Others  talk  of  the  dangers  of 

dabbling  in  treatment  by  those  who  do  not  adequately  under- 
stand the  nature  of  the  neuroses  and  are  unable  to  recognize 

symptoms  of  either  definitely  psychotic  behavior  or  of  com- 
plicating organic  diseases  requiring  medical  treatment.  Yet 

understanding  of  neuroses,  ability  to  recognize  psychotic 

symptoms  and  to  realize  their  relation  to  physical  disease 

should  be  basic  equipment  of  the  psychiatric  social  worker. 

The  need  for  thorough  preparation  in  this  realm  has  been 

recognized  from  the  time  professional  training  for  psychiat- 

ric social  workers  was  first  inaugurated.  The  need  for  re- 
emphasis  of  such  equipment,  by  means  of  advanced  courses 

and  clinical  experience,  presents  a  problem  for  the  profes- 
sional schools.  Certainly  without  such  training  no  social 

worker  who  works  with  emotional  problems  is  ready  for  the 

task  of  intensive  therapy.  The  following  quotation  from  an 

article  by  Dr.  J.  Kasanin  is  of  interest  here. 

My  hope,  of  course,  is  that  if  therapy  is  undertaken  it  will  be 

only  after  a  long  period  of  intensive  training  in  the  standard  meth- 

ods and  without  any  short  cuts  or  pseudo-analytical  training.  .  .  . 
The  danger  lies  in  a  too  rapid  and  too  general  extension  of  what 

might  be  a  valuable  method  into  other  fields  where  its  useful- 

ness may  be  questionable  if  not  actually  harmful.28a 

As  for  the  question  about  young  workers,  there  seems  gen- 

eral agreement  that  therapy  should  be  practiced  only  by  ex- 
perienced persons.  Yet,  again,  it  is  difficult  to  formulate  in 

definite  terms  the  personal  qualities  and  professional  skill  in- 

28a  J.  Kasanin,  A  Critique  of  Some  of  the  Newer  Trends  in  Case  Work,  The 
Family,  16:35,  April  1935. 
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herent  in  the  term  "experienced."  If  such  a  feat  were  accom- 
plished, the  problem  of  varied  interpretation  would  still 

remain.  Emotional  maturity,  knowledge  of  the  nature  of 

emotional  problems,  keenness  of  perception  of  symptoms  of 

difficulty,  sensitiveness,  capacity  to  identify  with  clients  with- 
out becoming  personally  involved,  courage  in  facing  emotional 

upsets  in  clients  that  inevitably  occur  in  such  a  process,  an 
inner  security  that  comes  from  successful  contacts  with  people, 
all  these  elements  are  involved.  The  difficulty  in  setting  basic 

standards  of  equipment  for  therapeutic  treatment  and  the 

danger  of  inexperienced  and  immature  workers  taking  over 

too  great  a  responsibility  for  treatment  present  significant 

problems  in  the  progress  of  therapy  in  case  work. 

Regardless  of  unsolved,  perhaps  unsolvable,  problems,  re- 
gardless of  criticism  and  misunderstanding,  the  application  of 

"therapy"  in  case  work  is  progressing.  To  some  extent,  un- 
doubtedly, it  has  grown  out  of  dissatisfaction  with  results  ob- 

tained with  accustomed  procedures.  It  represents  an  attack  on 

old  problems  with  new  knowledge  and  new  techniques,  defi- 

nitely borrowed  from  psychiatry  and  psychoanalysis.  The  ex- 
tent and  nature  of  its  future  development  in  the  family  agen- 
cies is  problematical.  The  suggestion  that  its  appearance  may 

be  due  to  reasons  other  than  dissatisfaction  with  results  ob- 

tained by  old  methods  is  made  by  Joanna  Colcord,  in  an  article 
in  which  she  discusses  the  future  of  the  family  agencies. 

I  believe  there  is  danger  ...  in  making  too  public  a  parade 

of  case  work  techniques,  or  claiming  for  family  agencies  larger 

curative  skills  than  they  possess.  The  pressure  to  secure  funds, 

which  once  led  us  into  the  fallacy  of  saying  to  the  community 

"We  are  the  only  people  who  know  how  to  administer  relief," 
may  lead  us  into  similar  false  claims  on  behalf  of  our  therapy  for 

family  ills,  if  we  are  not  careful.  I  think  we  should  be  reticent 

about  personality  adjustment,  and  not  always  place  psychiatry 

in  our  show-windows  in  seeking  to  make  ourselves  known  and 
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our  services  acceptable  to  the  new  non-relief  group  who  are 

strangers  to  us  as  clients.29 

In  an  article  on  the  same  subject,  Cora  Kasius  has  sounded 

a  similar  warning,  suggesting  practical  dangers  of  "over-sell- 

ing" and  of  placing  family  case  work  on  an  insecure  founda- 
tion. 

It  is  true  that  case  work  has  developed  some  techniques  in  the 

treatment  of  emotional  problems.  .  .  .  Whether  case  work  is 

equipped  at  this  point  to  operate  more  directly  in  the  field  of 
personal  difficulties,  divorced  from  environmental  and  external 

issues,  is  subject  to  question.  The  transition,  even  if  desirable  as 

a  function,  would  necessarily  be  a  slow  process,  dependent  upon 

community  acceptance  of  the  program,  a  recognition  among  the 

clientele  of  the  character  of  the  services,  and  upon  the  degree  of 
training  and  experience  of  the  staff  in  the  clinical  treatment  of 

behavior.30 

While  interest  in  "therapy"  in  the  case  work  agency  and 
"therapy"  practiced  in  relation  to  psychiatry  is  continuing  in 
an  experimental  research  way,  it  must  be  re-emphasized  that 

"therapy"  represents  a  limited  sphere  of  practice  in  the  social 
agency  as  in  the  psychiatric  clinic  and  hospital.  In  both,  work- 

ers treat  a  variety  of  situations,  practical  and  otherwise,  and 
in  so  doing  have  numerous  kinds  of  treatment  relationships 
with  clients.  The  background  of  dynamic  psychiatry,  upon 

which  experience  in  "therapy"  is  based,  has  led  to  modifica- 
tions in  all  social  case  work  as  the  factors  in  the  worker-client 

relationship  (as  in  all  person-to-person  relationships)  have  be- 
come better  understood.  Study  of  the  application  of  the  newer 

type  of  understanding  to  all  social  case  work  procedures  and 
relationships,  whatever  these  may  be,  represents  the  logical 
next  step  and  a  necessary  one  for  sound  formulations  as  to  any 

29  Joanna  C.  Colcord,  Quo  Vadimus?,  The  Family,  16:137,  July  1935. 
30  Cora  Kasius,  Some  Questions  of  Family  Agency  Programs  in  Relation  to 

Interpretation,  The  Family,  17:67,  May  1936. 
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essential  changes  in  the  administratively  determined  functions 

of  any  agency. 

The  family  agencies  and  the  psychiatric  agencies  provide  an 

ideal  opportunity  for  a  comparative  study  over  a  period  of 

years  of  the  role  of  the  social  worker  as  "therapist"  in  a  social 
agency  and  that  of  a  social  worker  similarly  functioning  within 

a  psychiatric  agency.  In  the  latter,  the  clinical  organization 

offers  opportunity  for  experiments  in  social  therapy  with  a 

minimal  danger  that  the  worker  will  become  involved  in  prob- 
lems requiring  a  background  of  medical  knowledge  which  she 

does  not  possess.  Also,  there  is  constant  adaptation  of  the 

treatment  program  based  on  medical,  psychiatric,  and  social 
findings. 

SOCIAL  "THERAPY"  IN  CLINICS  AND  HOSPITALS 

With  the  exception  of  "attitude  therapy,"  the  growing  lit- 
erature of  the  social  treatment  within  clinics  and  hospitals  has 

revealed  no  special  terms  to  indicate  new  discoveries  or  radical 

departures  from  past  practice.31  None  the  less  there  is  evidence 
that  over  a  period  of  several  years  the  trend  is  definitely 

toward  a  closer  interrelationship  of  psychiatric  and  social  treat- 
ment, and,  as  the  worker  herself  has  gained  skill  and  com- 

petence, toward  increasing  responsibility  carried  by  her  in  the 

handling  of  emotional  problems.32  During  the  period  1932- 
1936  the  director  of  the  present  study  obtained  informal  state- 

ments from  some  fifty  workers  in  representative  hospitals 
and  clinics.  Without  exception,  these  statements  revealed  the 

breaking  down  of  the  once-held  distinction  between  "treat- 

31  In  recent  literature  other  terms  have  appeared  to  indicate  special  phases  or 

adapted  procedures  in  treatment.  For  a  discussion  of  "supportive  therapy"  and 
"direct  treatment  of  attitudes"  see  Leona  Hambrecht,  Psychiatric  and  Social 
Treatment:  Functions  and  Correlations,  Psychiatric  Quarterly  y  11:391,  July 

1937.  Also  see  the  several  articles  appearing-  under  the  heading  Trends  in 
Therapy,  American  Journal  of  Orthopsychiatry ,  October  1939. 

32  See  pages  57—58,   130-135,   154,  156—160. 
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ment  of  environment"  and  "treatment  of  attitudes,"  with  the 
worker  playing  an  increasingly  important  part  in  the  total 

treatment  process.  And,  over  the  same  period,  similar  informal 
statements  were  obtained  from  some  twenty  psychiatrists,  who 
expressed  the  general  opinion  that,  in  work  with  individual 

patients,  the  functions  of  psychiatrist  and  psychiatric  social 

worker  were  not  distinct,  and  that  continuous  joint  treatment 

was  desirable.  While  the  number  is  obviously  too  small  to  be 

representative,  there  is  significance  in  the  fact  that  each  of  the 

psychiatrists  expressed  a  conviction  that  the  exact  nature  of 

that  joint  process  must  be  worked  out  in  each  individual  case, 

and  that  the  ability  of  the  social  worker  was  a  major  consid- 
eration in  the  extent  of  the  responsibility  she  assumed.  A  few 

were  definitely  interested  in  developing  professional  educa- 
tion that  would  enable  the  psychiatric  social  worker  to  make 

even  more  effective  use  of  opportunities  for  sharing  in  the 

treatment  of  emotional  maladjustment.33 
While  experiments  in  combined  social  and  psychiatric  treat- 

ment have  been  made  in  both  hospitals  and  clinics,  those  within 

the  clinics  are  more  generally  available  in  published  form.  In 

child  guidance  work,  particularly,  is  this  true.  Two  phases  of 

developments  in  clinic  practice  are  briefly  mentioned  here,  not 
as  a  basis  for  conclusions  as  to  the  further  extension  of  the  role 

of  the  psychiatric  social  worker,  but  as  indication  of  areas  for 

further  study. 

Clinic  experience  has  revealed  the  significant  fact  that  while 

the  starting  point  for  treatment  is  the  patient,  there  may  be 

other  members  of  the  family  who  are  also  seriously  mal- 
adjusted but  who  have  not  sought  treatment.  As  a  result,  the 

work  has  long  ceased  to  be  regarded  as  "treatment"  of  the  pa- 
tient and  "education"  of  those  with  whom  he  lives;  treatment 

often  involves  not  only  the  patient  in  relation  to  his  social  en- 

33  See  George  H.  Reeve,  A  Method  of  Coordinated  Treatment,  American 
Journal  of  Orthopsychiatry ,  9:743,  October  1939.  Also,  J.  Kasanin,  A  Critique 
of  Some  of  the  Newer  Trends  in  Case  Work,  The  Family,  16:35,  April  1935. 
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vironment,  but  other  individual  members  of  the  family  as 

well.  Child  guidance  experience  has  likewise  brought  to  light 
the  subtle  and  complicated  problems  sometimes  met  by  the 

psychiatrist  who  attempted  to  treat  simultaneously  the  parent 
as  well  as  the  child.  Similarly  in  adult  clinics,  a  troublesome 

situation  often  arose  when  a  psychiatrist,  for  example,  with 

treatment  progressing  satisfactorily  with  a  wife,  met  a  sudden 

break  in  the  relationship  at  the  point  where  he  also  "took  on" 
the  husband  for  treatment. 

Practice  in  such  situations  has  varied.  In  some  cases,  the  psy- 
chiatrist in  charge  of  the  patient  also  carried  responsibility  for 

treatment  of  the  other  member  of  the  family.  In  some  cases, 
this  other  member  was  referred  to  another  psychiatrist.  And 

more  recently,  the  service  of  the  psychiatric  social  worker  has 
at  times  been  utilized  in  a  direct  treatment  role,  with  a  definite 

recognition  of  the  nature  and  the  responsibility  of  her  func- 

tion.34 "Attitude  therapy,"  discussed  above,  represents  one 
experiment  in  the  extension  of  the  service  of  the  clinic  social 

worker  in  treatment.  This  growing  awareness  of  the  nature  of 
the  relationships  within  families  and  their  effect  upon  the 

progress  of  treatment  indicates  a  possible  further  development 

of  such  experimental  work  in  both  child  guidance  and  adult 

clinics.  At  least  it  provides  a  significant  starting  point  for  study 
by  both  psychiatrists  and  social  workers. 

There  is  one  other  development  that  should  be  mentioned 

as  an  area  for  further  study  of  the  expanding  service  of  the 

psychiatric  social  worker.  It  concerns  her  part  in  the  direct 

treatment  of  the  child.  For  many  years  the  topic  of  direct 

34  It  is  significant  that  at  a  conference  on  psychiatric  education  in  1935,  the 
question  was  raised  whether  one  person  should  treat  both  child  and  parent  (or 
patient  and  relative) .  Also  significant  was  the  suggestion  that  the  service  of  the 

psychiatric  social  worker  mig-ht  be  further  utilized  in  such  situations j  the  ex- 
perience of  one  clinic  adopting-  such  a  plan  was  cited.  Proceedings  of  the  Third 

Conference  on  Psychiatric  Education,  May  12—13,  x935>  New  York,  National 
Committee  for  Mental  Hygiene,  1936,  p.  53—54. 

For  a  discussion  of  work  with  the  parent,  see  Esther  Heath,  The  Approach 
to  the  Parent,  New  York,  Commonwealth  Fund,  1933. 
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treatment  of  children  has  held  an  important  place  in  confer- 

ences of  child  guidance  work.35  In  general  it  is  in  the  area  of 
psychiatric  treatment,  not  psychiatric  social  work,  except  as 
the  latter  is  related  to  it  and  profits  by  contact  with  its  progress. 

One  phase,  however — the  use  of  play  activities  in  a  direct 
treatment  relationship — is  selected  because  there  are  indica- 

tions that  the  psychiatric  social  worker  may  here  participate. 

A  direct  outgrowth  of  child  analysis,  play  activities  are  being 

used  with  both  individuals  and  groups  of  children  with  ap- 

parently encouraging  results.36  The  principle,  in  essence,  is 
simple.  In  a  controlled  situation  where  authoritative  and  puni- 

tive influences  are  removed,  where  restrictions  are  reduced  to 

a  minimum,  and  where  full  freedom  is  allowed  to  choose  ma- 
terials and  activities,  maladjusted  children  will  express  their 

hostilities,  conflicts,  and  fears  through  play,  in  a  way  that 

would  never  be  possible  in  the  usual  interview.  Such  expres- 

sion, together  with  the  developing  relationship  with  the  thera- 
pist, has  often  enabled  the  child  to  achieve  a  more  effective 

adjustment  with  his  family  and  with  his  social  experiences 
generally.  Certain  clinics  are  establishing  play  or  work  rooms 
as  additional  therapeutic  resources.  The  work  is  too  new  to 

provide  a  basis  for  predicting  at  this  time  just  where  the  psy- 
chiatric social  worker  may  fit  into  the  picture.  However,  work- 

ers are  already  assisting  in  observation,  recording,  and  aiding 
the  child  to  find  outlets  for  expression.  Working  closely  with 

psychiatrists  they  have  an  opportunity  not  only  to  develop 

35  The  reader  is  referred  to  the  Symposiums  on  Treatment  appearing  in  the 
American  Journal  of  Orthopsychiatry,  July  1933,  July  1934?  October  1936, 
July  19375  also  the  articles  in  the  same  journal  by  Drs.  Allen,  Holmer,  Levy, 
Lippman,  Liss,  and  others,  cited  in  footnote  36. 

36  David  H.  Levy,  The  Use  of  Play  Technique  as  Experimental  Procedure, 
American  Journal  of  Orthopsychiatry,  3:266,  July  19335  Edward  Liss,  Play 
Techniques  in  Child  Analysis,  ibid.,  6:17,  January  19365  Paul  Holmer,  The 
Use  of  the  Play  Situation  as  an  Aid  in  Diagnosis,  ibid.,  7:523)  October  19375 
Lauretta  Bender  and  Adolf  G.  Woltmann,  The  Use  of  Puppet  Shows  as  a 

Psychotherapeutic  Method  for  Behavior  Problems  in  Children,  ibid.,  6:341, 

July  1936,  and  The  Use  of  Plastic  Material  as  a  Psychiatric  Approach  to  Emo- 
tional Problems  in  Children,  ibid.,  7:  283,  July  1937. 
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new  skills,  but  also  to  enrich  their  background  of  understand- 
ing of  the  nature  of  emotional  disturbance  as  it  is  experienced 

and  expressed  by  a  child.37  It  is  conceivable  that  through  such 
experience,  psychiatric  social  workers  may  carry  an  increas- 

ingly important  role  in  this  work. 

Further  study  of  psychiatric  social  "therapy"  rests  upon 
the  interrelationship  of  psychiatric  and  social  work  practice. 

Developments  in  this  area  have  been  outgrowths  of  a  rela- 

tionship already  established  on  the  basis  of  the  worker's  main 
function — namely,  the  continuous  analysis  and  amelioration 
of  social  conditions  as  they  affect  emotional  maladjustment. 

Such  function  inevitably  involves  a  relationship  with  the  pa- 
tient and  a  dealing  with  the  attitudes  of  those  associated  with 

him. 

The  psychiatric  social  worker  is  constantly  in  touch  with  the 

growing  body  of  knowledge  accruing  from  her  working  con- 
tact with  the  diagnosis  and  treatment  of  a  wide  variety  of  nerv- 
ous and  mental  disorders,  mild  or  pronounced.  She  is  in  close 

touch  with  the  advances  made  in  psychiatric  knowledge  and 

practice.  She  is  in  a  position  to  be  constantly  aware  of  the  deli- 
cate relationship  that  exists  between  physical  and  mental  states. 

Her  developing  responsibility  for  treatment  may  be  continu- 

ally checked  against  general  medical  and  psychiatric  experi- 
ence. Continued  study  of  all  phases  of  social  treatment  within 

the  hospitals  and  clinics,  including  the  experimental  work 

with  the  "therapies,"  is  the  task  of  psychiatric  social  work. 
Such  study,  together  with  analysis  of  the  special  problems  and 

advantages  inherent  in  the  relationship,  is  the  special  contribu- 
tion to  the  progress  of  treatment  within  the  fields  of  both 

social  work  and  psychiatry. 

37  Helen  E.  Durkin,  Dr.  John  Levy's  Relationship  Therapy  as  Applied  to  a 
Play  Group,  American  Journal  of  Orthopsychiatry,  9:583,  July  1939. 



CHAPTER    SEVEN 

Professional  Education  for  Psychiatric  Social  Work 

PROFESSIONAL  education  for  psychiatric  social  work 
has  always  been  one  of  the  primary  concerns  of  the 

American  Association  of  Psychiatric  Social  Workers.  As  pro- 
grams developed  within  schools  of  social  work,  successive 

committees  have  been  actively  engaged  in  studying  the  or- 
ganization and  in  obtaining  descriptions  of  courses  offered, 

information  as  to  agencies  used  in  field  training,  and  methods 

employed  in  supervision.  Since  1927,  committees  have  rec- 
ommended that  the  professional  organization  participate  with 

other  professional  groups  in  the  study  and  definition  of  the 
educational  requirements  for  the  field. 

Requests  for  advice  as  to  the  organization  of  such  courses 
have  come  to  the  Association  during  the  last  few  years,  each 

one  re-emphasizing  the  need  for  the  formulation  of  standards 
of  training.  Such  need  was  rendered  more  acute  by  the  dis- 

appearance of  any  marked  distinction,  as  far  as  academic 

courses  are  concerned,  in  training  for  psychiatric  social  work 
and  for  work  in  other  fields.  The  placement  situation,  wherein 

an  inadequately  trained  worker  may  still  hold  a  position  in 

the  same  type  of  agency  as  one  who  has  completed  a  full  two 

years  of  graduate  work  designed  to  equip  her  for  such  a  posi- 
tion, again  points  to  an  urgent  need  for  the  establishment  of 

minimum  standards. 

However,  it  was  only  recently  that  such  a  statement  of  a 

recommended  program  was  drawn  up  by  the  Association.  Un- 
willingness to  formulate  too  early  requirements  that  later 

might  not  apply  to  a  rapidly  changing  field  may  have  delayed 
the  task.  The  variety  of  placement  opportunities  offered  was 
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another  disturbing  factor  for  those  thinking  specifically  of 

needed  training  for  a  particular  job. 

The  educational  needs  of  a  person  who  takes  a  position  in 

a  hospital  or  clinic  differ  from  those  of  one  who  becomes  an 

executive  secretary  in  a  mental  hygiene  society,  a  mental  hy- 
giene supervisor  in  a  public  health  agency,  or  a  worker  in  an 

elementary  school.  However,  such  difficulties  should  not  de- 
lay formulation  of  recommended  basic  training.  Predicting 

the  type  of  work  a  student  may  select  after  training  is  as  im- 
possible now  as  it  ever  has  been.  A  heavy  responsibility  always 

rests  upon  the  social  work  graduate  to  adapt  her  equipment 

to  the  requirements  of  the  position  she  obtains,  and  to  con- 
tinue her  training  in  service.  Also,  a  professional  group  that 

attempts  to  establish  minimum  requirements  for  training  for 

a  new  and  changing  field  should  not  be  too  concerned  about 

the  danger  that  standards  once  formulated  may  become  too 

rigid  or  too  static.  The  time  may  never  come  when  specific 

requirements  for  specific  positions  can  be  formulated,  even  if 

such  formulation  is  desirable.  But  the  time  has  long  since 

been  ripe  for  the  formulation  of  some  broad  and  general 

principles  to  which  the  established  schools  can  contribute,  and 

which  the  schools  anticipating  a  program  for  psychiatric  social 

work  may  use  as  a  basis  for  planning. 

The  American  Association  of  Psychiatric  Social  Workers 

has  shared  with  other  organizations  the  interest  and  the  diffi- 

culty in  formulating  standards  of  education  in  the  field.  Edu- 

cation for  professional  social  work  has  for  years  been  a  subject 
of  study.  The  American  Association  of  Schools  of  Social 

^  Work  has  long  been  involved  in  the  formulation  of  require- 
ments. The  very  active  Committee  on  Education  of  the 

American  Association  of  Medical  Social  Workers  has  studied 

for  years  and  is  still  at  work  on  the  problem  of  requirements 

for  the  training  of  hospital  social  workers.  In  the  field  of  psy- 
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chiatry,  the  study  of  Psychiatry  in  Medical  Education1  re- 
veals the  lack  of  uniformity  and  the  widely  varying  stand- 

ards in  the  education  of  psychiatrists.  And,  outside  the  field 

of  psychiatry  or  social  work,  one  may  turn  to  the  various 
reports  of  committees  of  the  various  educational  associations 

to  find  an  identical  picture  of  the  attempt  to  formulate  and 

re-formulate,  in  a  changing  social  world,  minimum  and  de- 
sirable content  and  methods  of  instruction  for  those  who  ex- 

pect to  be  teachers.2 
For  study  of  the  present  status  of  professional  education  in 

the  field  of  psychiatric  social  work  and  the  formulation  of 
educational  requirements,  the  present  study  has  built  upon 
the  accumulated  material  of  the  Committees  on  Professional 

Education  of  the  AAPSW  over  a  period  of  more  than  ten 

years,  supplemented  by  contributions  from  the  following 
eight  schools  of  social  work:  Smith  College  School  for  Social 

Work,  New  York  School  of  Social  Work,  Simmons  College 

School  of  Social  Work,  Pennsylvania  School  of  Social  Work, 
National  Catholic  School  of  Social  Service,  School  of  Social 

Service  Administration  of  the  University  of  Chicago,  School 

of  Applied  Social  Sciences  of  Western  Reserve  University, 
and  Tulane  University  School  of  Social  Work. 

The  selection  of  these  eight  schools  should  not  be  inter- 
preted to  mean  that  they  are  the  only  recognized  schools  for 

training  psychiatric  social  workers.  Such  a  selection  would  ob- 
viously not  be  possible  in  a  situation  where  no  definite  stand- 

1  By  Ralph  A.  Noble.  New  York,  National  Committee  for  Mental  Hygiene, 
1933.  See  also  Franklin  G.  Ebaugh,  Ideal  Standards  for  the  Teaching  of  Psy- 

chiatry in  Class  "A"  Medical  Schools,  Journal  of  the  Association  of  American 
Medical  Colleges,  10:46,  January  1935,  and  The  Present  Status  of  Psychiatry 

in  Medical  Education,  Southern  Medical  Journal,  29:784,  August  19365  Pro- 

ceedings of  the  Fourth  Conference  on  Psychiatric  Education,  New  York,  Na- 
tional Committee  for  Mental  Hygiene,  1938. 

2  See  National  Survey  of  the  Education  of  Teachers:  vol.  5,  Special  Sur- 

vey Studies,  and  vol.  6,  Summary  and  Interpretation,  Washington,  Govern- 
ment Printing  Office,  1935  (United  States  Office  of  Education,  Bulletin  10, 

i933)- 
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ards  have  been  formulated.  Other  schools  of  social  work  have 

added  to  their  curricula  courses  given  by  psychiatrists  or 

psychiatric  social  workers,  designed  as  part  of  the  general 

equipment  of  all  students  or  as  a  basis  for  more  specialized 

training.  The  reasons  for  limiting  the  study  to  the  eight 
schools  of  social  work  were  as  follows:  (i)  They  were  the 

ones  which  cooperated  with  the  Committee  on  Professional 

Education  of  the  American  Association  of  Psychiatric  Social 

Workers  in  1 929-1 930 j  they  were  selected  by  that  commit- 

tee because  each  presented  a  well-organized  program  of  study 
which  included  courses  in  psychiatry,  psychology,  and  social 

work,  with  field  training  in  hospitals  for  mental  disease  or 

in  mental  hygiene  or  child  guidance  clinics.  (2)  Among  them 
are  the  schools  which  were  the  first  to  develop  a  program  of 

training  for  psychiatric  social  workers — Smith,  New  York, 
Chicago,  Simmons,  and  Pennsylvania.  (3)  And  lastly,  with 

the  exception  of  Tulane3  they  are  the  schools  from  which 
have  graduated  a  large  proportion  of  those  who  have  gone 

into  psychiatric  social  work.4 
As  a  complete  survey  of  every  school  of  social  work  which 

offered  courses  in  psychiatry  or  psychiatric  social  work  was 
impossible  within  the  limits  of  the  study,  it  was  felt  that  this 

material  from  eight  schools,  for  the  reasons  given,  should 

give  a  representative  picture.  The  material  provides  a  basis 

for  presentation  of  the  history  of  education  for  psychiatric  so- 

cial work,  the  problems  attendant  upon  the  varied  develop- 
ment in  different  schools,  present  practices  and  needs,  and 

contribution  to  the  much-needed  formulation  of  educational 

requirements.  No  such  formulation  can  be  presented  as  final, 

3  Tulane  did  not  graduate  any  students  in  psychiatric  social  work  until  1934. 
4  The  experience  records  of  the  membership  of  the  AAPSW  revealed,  in 

1933,  that  98  per  cent  of  those  who  graduated  from  schools  of  social  work 
received  their  training  in  these  eight  schools.  The  experience  records  of  those 
contributors  who  were  not  members  showed  that  81  per  cent  of  the  graduates 
represented  the  same  eight  schools. 
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but  it  should  serve,  first,  as  an  immediate  answer  to  some  of 

the  pressing  demands  before  the  Association,  and,  second,  as 

a  basis  for  further  discussion  and  later  developments. 

THE  DEVELOPMENT  OF  TRAINING   PROGRAMS 

Those  who  filled  the  first  social  work  positions  in  the  New 

York  and  Massachusetts  state  hospitals  for  mental  disease, 

who  worked  in  the  neurological  department  of  the  Massa- 
chusetts General  Hospital  and  in  other  pioneer  positions, 

brought  to  their  work  training  and  experience  in  the  field  of 

social  work.  It  was  not  long,  however,  before  there  were  ex- 
pressions of  need  for  more  special  training.  As  early  as  1908, 

Dr.  William  Mabon  of  Manhattan  State  Hospital  pointed 

out  "a  certain  failing  in  the  present  conduct  of  the  [after 
care]  work.  .  .  .  After  care  is  a  thing  apart  from  the  hospi- 

tal, and  the  after  care  agents  skilled  in  social  work  are  not 
trained  to  understand  mental  disease.  .  .  .  After  care  should 

be  more  closely  connected  with  hospitals.  .  .  .  The  field 

workers,  whether  physicians  or  laymen,  should  have  had  spe- 
cial training  in  social  service  and  should  know  something 

about  insanity."0  The  concept  of  the  after  care  worker  as  a 
physician  with  special  training  in  social  work  or  as  a  field 

worker  who  knows  something  about  mental  disease  seems  to 

be  the  first  expression  of  the  dual  nature  of  education  needed 

by  the  individual  who  undertakes  work  with  mental  patients. 

However,  there  seems  to  have  been  no  definite  discussion  of 

plans  for  training  until  the  development  of  an  apprenticeship 

program  under  the  direction  of  Miss  Mary  C.  Jarrett  at  the 

Boston  Psychopathic  Hospital.6  This  apprenticeship  course, 
begun  in  19 14,  proved  to  be  the  first  step  toward  an  organ- 

5  After  Care  of  the  Insane,  American  Journal  of  Insanity,  64:9,  July  1907; 
reprinted  in  New  York  State  Hospital  Bulletin,  3  1378,  December  1910. 

6  Internships  were  given  to  a  small  number  of  students  for  eight-month  ap- 
prenticeship training  in  the  hospital. 
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ized  program  for  professional  training  for  psychiatric  social 
work. 

Foreseeing  the  need  for  workers  in  the  military  hospitals, 

Dr.  Southard  and  Miss  Jarrett  had  definite  plans  under  way 

for  an  extension  of  the  apprenticeship  training  at  the  Boston 

Psychopathic  Hospital  into  an  emergency  training  course,  in- 
volving courses  in  psychiatry  and  social  work  and  the  use  of 

case  working  agencies  in  Boston  for  some  of  the  practice  ex- 
perience. It  was  early  in  191 8,  when  funds  had  been  obtained 

and  plans  for  the  school  in  Boston  were  almost  completed, 

that  a  fortunate  combination  of  circumstances  led  to  a  joining 

of  forces  with  Smith  College.  Dr.  Neilson,  then  president  of 

Smith,  with  a  desire  not  to  have  "Smith  College  lie  idle  in 

the  summer  during  the  war  emergency,"  began  considering 
ways  in  which  the  buildings  could  be  put  to  best  use.  A  mu- 

tual friend  was  instrumental  in  conveying  Dr.  Neilson's  in- 
terest to  Miss  Jarrett  and  in  informing  Dr.  Neilson  of  the 

plans  for  the  training  school  in  Boston.  The  result  was  a  com- 
bination of  plans,  the  enlistment  of  interest  and  assistance 

from  the  National  Committee  for  Mental  Hygiene,  and  the 

Smith  College  Training  School  for  Social  Work  was  defi- 
nitely launched. 

The  Smith  College  program  has  often  been  described  as 

originating  from  the  war  emergency.  Such  is  not  the  case. 

The  need  for  special  training  for  workers  in  mental  hospitals 

was  recognized  and  placement  opportunities  were  increasing 

long  before  the  war.  The  apprenticeship  course  at  the  Boston 

Psychopathic  Hospital  was  the  first  attempt  to  meet  a  need 

which  the  war  greatly  accentuated  but  did  not  create.  The 

leaders  responsible  for  this  first  school  for  psychiatric  social 

work  were  building  on  a  foundation  already  firmly  laid.  With 

Miss  Jarrett  as  director,  the  Smith  School  offered  an  eight- 
month  period  of  training,  eight  weeks  in  academic  summer 



248  Psychiatric  Social  Work 

session  followed  by  six  months  of  field  training.  There  was  an 

immediate  response  to  an  intensive  campaign  of  publicity. 

Sixty-three  students  enrolled  that  first  summer,  thirty-eight 
of  whom  had  had  previous  experience,  most  of  them  as  social 

workers,  a  few  as  nurses  or  teachers  in  public  schools.  In  a 
brief  account  of  the  first  year,  Dr.  Neilson  commented  upon 

the  success  of  the  project,  suggested  extension  to  a  fourteen- 

month  course  on  a  permanent  basis,  and  added,  "Whether  to 
go  on  depends  on  the  readiness  with  which  hospitals  and  psy- 

chiatrists avail  themselves  of  the  service."  Apparently  hospi- 
tals and  psychiatrists  were  ready.  Forty-four  of  the  sixty- 

three  students  completed  the  course  and  all  were  placed, 

eight  in  state  or  psychopathic  hospitals,  four  in  the  Red  Cross 

Service,  fifteen  in  Veterans'  Bureau  hospitals,  the  remaining 
seventeen  in  neuropsychiatric  clinics  in  general  hospitals, 
mental  hygiene  societies,  child  welfare  or  family  welfare 
agencies.  The  placement  of  the  students  again  indicates  that 

there  were  opportunities  other  than  those  brought  into  being 

by  the  war. 

During  the  year  1918-1919,  the  training  program  was 
made  a  permanent  one,  and  the  length  of  the  course  was 

increased  to  fourteen  months,  with  nine  months  of  full-time 
field  work  preceded  and  followed  by  a  summer  session  at  the 

college.  The  program  included  courses  in  social  case  work, 

social  psychiatry,  social  psychology,  clinical  demonstration, 
and,  later,  field  work  in  a  mental  hospital  or  clinic  for  mental 

patients. 

The  Smith  College  program  aroused  wide  interest.  Train- 
ing for  psychiatric  social  work  was  discussed  at  the  National 

Conference  of  Social  Work  held  at  Atlantic  City  in  the  spring 

of  1 91 9.  It  is  significant  that  there  was  general  agreement 

among  the  leaders7  that  courses  in  psychiatry  and  mental  hy- 
7  Dr.  Bernard  Glueck,  Miss  Mary  C.  Jarrett,  Dr.  S.  S.  Southard,  Dr.  Jessie 

Taft. 



Professional  Education  249 

giene  were  as  essential  for  the  equipment  of  all  social  workers 

as  for  those  preparing  for  work  in  hospitals  or  clinics.  Miss 

Jarrett's  paper,  The  Psychiatric  Thread  Running  Through 
All  Case  Work,  given  at  the  Atlantic  City  Conference  of  So- 

cial Work,  expresses  this  point  of  view  clearly.8  Dr.  Bernard 
Glueck  in  his  talk  on  the  same  occasion  stated  that  "there  is  a 
value  to  a  student  specializing  in  any  one  of  the  various  forms 

of  social  work"  of  a  "fundamental  course  in  mental  hygiene" 
and  stresses  the  necessity  of  adapting  the  psychiatric  litera- 

ture to  meet  the  needs  of  social  workers.  The  distinguishing 

feature  of  training  for  psychiatric  social  work  and  other  spe- 
cial fields  lay  not  so  much  in  the  content  of  courses  but  in  field 

work,  which  for  the  former  group  "is  in  connection  with  psy- 
chiatric cases." 

Catalogue  descriptions  of  the  program  of  instruction  at  the 

Smith  School  of  Social  Work  from  1919  to  the  present  show 

clearly  a  lessening  emphasis — in  the  academic  courses — on 
training  for  psychiatric  social  work  as  a  special  field  and  more 

emphasis  upon  the  inclusion  of  psychiatry  in  the  training  of 

all  social  workers.  In  19 19-1920,  the  bulletin  offered  in- 

struction for  "psychiatric  social  work,  medical  social  work, 
community  service  and  child  welfare,  with  organized  courses 

adapted  for  each."  In  1 925-1 928,  the  description  of  the  first 
summer  session  stated,  "The  basic  fundamental  course  is  the 
same  for  all.  .  .  .  However,  students  studying  to  be  psy- 

chiatric social  workers  are  given  additional  instruction  in  psy- 
chiatry, those  preparing  for  medical  social  work,  in  medicine. 

.  .  ."In  1928,  the  courses  for  training  in  specialized  fields 
were  discontinued.  Assuming  that  courses  in  psychiatric  social 

work  provide  a  sound  foundation  for  workers  entering  any 

social  work  field,  the  same  program  was  offered  to  all,  the 
only  differentiation  being  the  advanced  seminars  correlated 

8  Mental  Hygiene,  3:210,  April  19 19. 
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with  field  work.9  Even  though  the  leaders  responsible  for 
the  organization  of  the  Smith  School  did  not  remain  to  de- 

velop the  program,  it  is  significant  that  later  developments 

showed  the  dual  aspect  of  training  emphasized  in  the  early 

discussions,  with  field  work  in  a  psychiatric  agency  steadily 

becoming — to  return  to  Dr.  Glueck's  statement  in  191 9 — 

the  distinguishing  feature  of  the  psychiatric  social  worker's 
training. 

It  is  essential  to  keep  these  two  objectives  clearly  in  mind. 

Had  psychiatric  social  work  remained  closely  connected  with 

the  group  of  agencies  that  created  it,  the  history  of  education 

for  psychiatric  social  work  might  have  presented  a  different 

story,  and  one  perhaps  more  satisfactory  to  those  who — look- 

ing for  definite  organization  and  specific  content — felt  that 
the  picture  of  education  in  this  field  was  indefinite. 

But  psychiatric  social  work  could  not  remain  exclusively 

with  the  agencies  that  created  it,  in  the  face  of  the  rapid  de- 

velopments of  the  next  ten  or  fifteen  years.  Before  the  train- 
ing program  at  Smith  College  had  been  established,  before 

discussions  and  activities  of  the  leaders  had  led  to  formu- 

lation of  "essential  and  desirable  content,"  "minimum  stand- 

ards," and  "requirements  for  agencies  used  in  field  work," 
emphases  had  shifted.  In  the  discussions  and  literature  of  the 

period  between  1920  and  1925,  appeared,  in  relation  to  the 

growing  interest  in  child  guidance  and  in  other  developing 

areas  of  activities,  such  new  terms  as  "consultant"  (in  a  fam- 

ily or  child  welfare  agency),  "cooperative  worker"  (between 

clinic  and  family  or  child  welfare  agency),  "educational 

function"  (in  a  public  health  nursing  organization  and  edu- 
cational institution).  New  opportunities  for  placement  in 

agencies  putting  their  faith  in  this  "new"  contribution  to  their 
program,  and  rapid  turnover  of  personnel  among  the  work- 

9  It  is  significant  that  field  work,  with  correlated  seminars,  has  become  the 
chief  distinguishing  basis  for  other  special  social  work  fields  as  well. 
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ers  themselves,  made  difficult  the  study  and  analysis  of  func- 
tion that  should  logically  precede  plans  for  education. 

Schools  of  social  work  strove  to  provide  trained  personnel 

for  agencies  looking  to  them  for  candidates,  and  placement 

bureaus,  unaided  by  formulated  standards,  were  forced  to 

draw  up  their  own  definitions  or  accept  those  formulated  by 

the  individual  agency  that  placed  a  request  for  a  "psychiatric 

worker."  And  a  candidate  fresh  from  a  school  of  social  work, 

often  inexperienced,  was  left  to  work  out  unaided  the  com- 
plicated problems  of  adapting  her  own  experience,  education, 

and  "point  of  view"  to  an  uncharted  job.  Rightly  or  wrongly, 
upon  her  fell  the  responsibility  of  establishing  her  function, 

and,  if  the  demands  of  the  job  left  opportunity,  to  meditate 

upon  her  "training  needs."  Positions  in  the  state  and  psycho- 
pathic hospitals  continued  to  be  filled,  but  they  drew  lessen- 

ing interest  as  the  schools  of  social  work  attempted  to  prepare 

students  for  the  new  opportunities  in  child  guidance  or  other 

community  work.  And  as  a  result,  in  1 929-1 930,  mental  hos- 
pitals turned  from  the  schools  of  social  work  and  suggested 

independent  plans  for  training  their  own  workers.10 
With  the  exception  of  the  Smith  College  School  for  Social 

Work,  the  programs  in  the  schools  began  with  courses  in  psy- 
chiatry or  mental  hygiene.  At  first  these  courses  were  offered 

to  all  social  workers;  later,  as  opportunities  for  field  work 

became  available,  specialized  departments  for  the  training  of 

psychiatric  social  workers  were  developed.  Six  schools  at  pres- 

ent maintain  separate  departments.  Two  have  discontinued 

all  specialized  departments,  as  far  as  course  content  is  con- 

10  The  need  for  such  direct  training  for  state  hospital  workers  was  stated 
in  the  1929  report  of  the  Sub-Committee  on  Psychiatric  Social  Work  of  the 
American  Psychiatric  Association.  Such  a  plan  was  put  into  effect  in  Massa- 

chusetts in  1930  under  the  direction  of  the  State  Department  of  Mental  Dis- 

eases, and  also  in  New  York  State  under  the  Department  of  Mental  Hygiene. 

In  New  York  emphasis  was  placed  on  additional  training  for  workers  already 
in  service  rather  than  on  training  new  recruits.  The  Massachusetts  program 
was  discontinued  in  1938.  See  page  287. 
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cerned,11  although  field  work  in  psychiatric  clinics  or  hospi- 
tals for  mental  disease  with  advanced  academic  seminars  still 

remains  a  general  distinguishing  requirement  for  those  wish- 
ing to  enter  the  field  of  psychiatric  social  work. 

At  the  New  York  School,  interest  in  special  education  for 

psychiatric  social  workers  originated  in  a  course  given  by  Dr. 

George  Kirchwey  and  offered  primarily  to  students  of  crimi- 

nology j  this  later  developed  into  a  course  in  "Human  Be- 

havior and  Its  Disorders"  given  by  Dr.  Bernard  Glueck.  A 
vocational  seminar  connected  with  field  work  at  Vanderbilt 

Clinic  was  added,  and  in  the  fall  of  1921,  with  the  Bureau  of 

Children's  Guidance  as  a  training  center,  the  new  department 
of  psychiatric  social  work  was  organized.  It  offered  the  fol- 

lowing courses:  "Human  Behavior,"  "Psychopathology," 
"Mental  Testing,"  "Clinical  Psychiatry,"  and  a  "Case  Study 

Seminar." 
At  the  Simmons  College  School  of  Social  Work,  the  his- 

tory reads  similarly.  It  was  in  191 7  that  Dr.  Southard  gave 

a  series  of  extension  lectures  on  "Social  Psychiatry,"  pre- 
pared with  the  assistance  of  Miss  Jarrett.  In  19 19  and  1920, 

ten  lectures  in  social  psychiatry  with  demonstration  clinics  at 

the  Boston  Psychopathic  Hospital  were  given  by  a  group  of 

psychiatrists.12  From  1920  to  1922,  two  courses,  one  in  social 
psychology  and  one  in  the  principles  of  psychiatry,  were  re- 

quired of  all  students.  It  was  not  until  1923  that  the  first 

separate  department  for  psychiatric  social  work  was  organ- 
ized, which  two  years  later  developed  into  a  two-year  pro- 

gram. 
At  the  National  Catholic  School  of  Social  Service  in  Wash- 

11  Smith  and  Pennsylvania.  Chicago  should  perhaps  also  be  mentioned  in  this 
connection.  Certain  courses  are  definitely  prescribed  for  psychiatric  social  work. 
However,  these  courses  may  also  be  elected  by  students  preparing  for  other 

fields,  and  so  many  of  them  elect  all  the  required  courses  that  the  major  dis- 
tinguishing feature  for  the  psychiatric  social  majors  is  three  or  more  quarters 

of  field  work  in  hospitals  or  clinics. 

12  Drs.  Lowrey,  Southard,  Fernald,  Sandoz,  and  Myerson. 
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ington,  established  in  1921,  courses  in  psychiatry,  psychology, 
mental  measurements,  and  behavior  problems  of  childhood 

were  included  in  the  curriculum  from  the  beginning.  A  spe- 

cific training  program  for  psychiatric  social  work  was  devel- 
oped in  1926  when  arrangements  were  made  for  field  work 

at  St.  Elizabeth's  Hospital. 
At  Western  Reserve  University  in  Cleveland,  Dr.  George 

H.  Reeve,  appointed  to  the  faculty  in  1921,  gave  a  course  in 

mental  hygiene  to  students  in  public  health  nursing.  In  1922, 

he  offered  to  case  workers  an  extension  course  in  "Human 

Conduct  and  Its  Disorders."  The  interest  in  these  courses, 

the  establishment  of  the  Cleveland  Child  Guidance  Clinic,13 
the  appointment  of  Dr.  Henry  C.  Schumacher,  its  director,  to 

the  faculty  in  1927,  and  the  opportunities  offered  for  field 

training  by  the  clinic  and  Mt.  Sinai  Hospital,  all  combined  to 

bring  about  the  organization  of  an  advanced  program  for 

psychiatric  social  workers,  first  offered  in  the  fall  of  1928. 

Since  1937  students  have  also  been  accepted  for  a  twenty- 
one-month  program. 

At  Tulane  University,  in  February  1930,  provision  for 

special  training  of  psychiatric  social  workers  followed  the 

establishment  of  the  new  Child  Guidance  Clinic.14 

At  the  Pennsylvania  School  of  Social  Work,10  the  first 
course  in  psychiatry  and  mental  hygiene  was  offered  in  1 9 1 9 

as  a  part  of  the  equipment  for  all  social  work.  Almost  imme- 

13  Established  in  1924  as  one  of  the  demonstration  clinics  under  the  Com- 
monwealth Fund.  Under  Dr.  Lawson  G.  Lowrey,  its  first  director,  there  was  a 

beginning  affiliation  with  the  School  of  Applied  Social  Sciences  of  the  Uni- 
versity. 

14  Discontinued   October    1932.   Field  work  facilities  were  again   available 
♦■in  1938,  at  the  new  Guidance  Center  of  the  New  Orleans  Institute  for  Mental 
Hygiene. 

15  The  Pennsylvania  School  of  Social  Work  granted  certificates  to  its  first 
class  in  19 10.  In  191 6  it  was  incorporated  under  the  laws  of  Pennsylvania  as 
the  Pennsylvania  Training  School  for  Social  Service  j  in  1923  the  name  was 
changed  to  the  Pennsylvania  School  of  Social  and  Health  Work,  and  in  1934 

to  the  Pennsylvania  School  of  Social  Work.  It  is  now  affiliated  with  the  Uni- 
versity of  Pennsylvania,  which  grants  the  degree  of  Master  of  Social  Work 

to  students  completing  the  two-year  curriculum. 
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diately,  however,  there  was  organized  a  special  department 

for  psychiatric  social  work,  leading  to  "positions  in  case  work, 
educational  and  executive  work  in  connection  with  mental 

hygiene  clinics,  after  care  and  social  service  departments  of 

institutions  for  the  insane  and  feebleminded  and  preventive 

and  corrective  work  with  children  who  present  behavior  prob- 

lems." Among  the  courses  required  of  students  in  this  de- 

partment were  the  "Scientific  Basis  of  Social  Work,"  "Psy- 

chology," "Social  Case  Work,"  "Social  Medicine,"  "Psychia- 

try," and  "Public  Health."  The  development  of  the  program 
of  the  Pennsylvania  School  from  1922  to  the  present  shows 

a  steadily  increasing  emphasis  on  the  "fundamental  courses 

in  common"  for  all  social  work,  and  less  upon  the  specialized 

departments.16 
At  the  University  of  Chicago,  the  whole  program  of  pro- 

fessional education,  clearly  indicated  in  Miss  Edith  Abbott's 
Social  Welfare  and  Professional  Education,  has  emphasized 

for  all  social  workers  a  broad  and  thorough  knowledge  of  the 

whole  field  of  social  welfare.  Her  recognition  of  the  impor- 

tance of  social  psychiatry  and  mental  hygiene  is  clearly  indi- 
cated in  her  discussion  of  the  field  of  social  treatment,  which, 

she  says 

.  .  .  should  be  looked  upon  as  a  broad  field,  including  the 

principles  and  methods  of  dealing  with  families  of  many  kinds 

and  with  individuals  who  no  longer  are  members  of  family 

groups;  with  children  of  many  sorts,  alone  or  as  members  of 

family  groups,  and  with  individuals  who  need  specialized  treat- 

16  The  following  gives  a  clear  statement  of  policy. 

"Basic  Required  Work.  The  School's  program  is  based  upon  the  conception 
that  the  essential  differences  between  special  branches  of  social  work  are  less 
significant  than  their  underlying  unity  and  likeness,  and  that  by  far  the  larger 

part  of  well-balanced  preparation  for  all  forms  of  social  work  must  be  sub- 
stantially the  same. 

"Specialization.  In  the  second  year,  the  student's  program  is  arranged  to 
give  field  work  and  classes  in  the  field  where  his  interest  and  ability  lead  him 

to  specialize."  Catalogue  of  the  Pennsylvania  School  of  Social  Work,  1936- 
!937>  P-  J4- 
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ment,  such  as  the  physically  or  mentally  sick  and  .  .  .  delin- 

quent members  of  the  community.  .  .  .  This  field,  of  course, 

requires  an  understanding  of  social  psychiatry  and  the  behavior 
disorders  of  children;  it  requires  a  good  understanding  of  the 

social  aspects  of  medicine;  it  requires  an  understanding  of  immi- 
gration and  immigrants,  and  the  laws  which  now  control  human 

migration  to  this  country;  and  it  should  include  a  competent 

understanding  of  the  proper  treatment  of  offenders  against  the 
law.  .  .  .  As  a  matter  of  fact,  we  have  in  this  field  of  social 

treatment  the  whole  science  of  human  relations  and  not  merely 

courses  dealing  with  the  processes  followed  in  "family  welfare" 
or  "child  welfare"  or  "medical  social  work"  or  "psychiatric  so- 

cial work."17 

The  first  course  to  include  some  psychiatric  content  was  of- 

fered at  the  University  of  Chicago  in  1908.18  Since  that  time, 
there  has  been  a  steady  increase  in  the  number  of  courses 

dealing  with  mental  hygiene  and  social  psychiatry,  both  be- 
ginning and  advanced.  State  hospitals  for  mental  disease  and 

the  Cook  County  Psychopathic  Hospital  were  first  used  in 

17  Edith  Abbott,  Social  Welfare  and  Professional  Education,  Chicago,  Uni- 
versity of  Chicago  Press,  193  i,  p.  49. 

18  In  1908,  the  School  of  Civics  and  Philanthropy  (now  the  School  of  Social 
Service  Administration)  offered  a  course  in  "Physical  and  Psychical  Aspects  of 
Degeneracy"  given  by  Dr.  William  Healy  and  others.  This  course  was  con- 

tinued until  191 7  under  the  changed  title  of  "Physical  and  Psychical  Aspects 
of  Social  Progress."  In  that  year,  two  courses  were  added,  "Social  Treatment 
of  Crime"  and  "Medical  Agencies  in  Relation  to  Social  Service,"  both  of  which 
included  material  on  the  social  implication  of  mental  disease.  In  the  spring  of 

191 8,  Dr.  Herman  M.  Adler  offered  a  course  in  the  "Treatment  of  Pathologi- 
cal Behavior,"  with  clinical  demonstration. 

Two  other  courses  at  Chicago  should  be  mentioned,  by  way  of  history.  In 

the  summer  of  1908,  with  the  purpose  of  aiding  the  state  authorities  in  im- 

proving the  conditions  in  the  state  hospitals  for  the  insane,  a  "Course  for  In- 
stitutional Attendants"  was  offered,  dealing  with  recreation,  types  of  handi- 

craft, exercises,  and  games  suitable  for  state  hospital  patients.  The  work 
included  observation  on  the  wards  and  actual  work  with  groups  of  patients 
Carried  on  by  the  students  under  supervision.  This  course  was  continued  for 
several  years.  In  the  Social  Museum  Rooms  of  the  school  may  be  found  an 
exhibit  of  articles  and  photographs  submitted  by  the  state  hospitals  in  Illinois, 
New  York,  and  Wisconsin,  to  show  the  value  of  the  courses. 

In  1 9 14,  a  course  entitled  "Wards  of  the  State,"  including  material  on  the 
organization  and  administration  of  hospitals  for  the  insane,  was  offered ;  it 

continued  until  191 8.  In  the  summer  of  19 19,  courses  in  "Psychiatry"  (for 
social  workers),  "Psychology,"  and  "Human  Behavior"  were  added. 
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1920  as  field  work  centers  for  social  work  students,  and  two 

of  the  former  are  still  available.  All  through  these  years, 
there  was  little  emphasis  on  special  training  for  psychiatric 
social  workers,  and  no  indication  of  organization  of  a  special 
department.  A  statement  of  aims  of  professional  education, 

sent  by  the  University  of  Chicago  to  the  Committee  on  Pro- 
fessional Education  of  the  American  Association  of  Psychiat- 

ric Social  Workers  in  1 929-1 930,  reads: 

First,  to  bring  to  all  the  students  of  social  work  the  special 

contribution  that  psychiatry  has  made  to  the  understanding  of 

human  behavior;  second,  to  offer  to  those  students  who  plan 

especially  to  go  into  psychiatric  social  work  an  orientation  in  the 

held  and  an  adequate  background  of  psychiatric  theory  and  clini- 
cal and  hospital  field  work  which  will  enable  them  to  meet  the 

specialized  problems  which  come  to  the  attention  of  workers  in 

adult  mental  hygiene  and  child  guidance  clinics,  as  well  as  in 

state  hospitals  for  mental  disease. 

In  the  fall  of  1932,  the  program  of  education  for  this  field 
was  enlarged  and  strengthened.  However,  there  has  also  been 

a  strengthening  of  the  more  general  aim,  namely  that  "psy- 
chiatry through  its  more  general  permeation  of  the  entire 

field  of  social  work"  be  given  still  wider  scope  "because  it  is 
recognized  that  in  training  social  workers  for  any  or  all  fields, 

this  orientation  is  essential."19 

This  history  indicates  that  there  may  be  considerable  varia- 
tion in  the  present  organization  of  the  programs  of  study. 

Variation  does  indeed  exist,  yet  similarity  in  general  aims  and 

organization  is  also  clearly  evident.  All  reveal — in  academic 
content — the  emphasis  on  basic  equipment  for  all  fields  of 
social  work,  with  courses  in  social  psychiatry  offered  to  all. 

All  reveal  the  acceptance  of  field  experience  and  related  semi- 

nars as  the  basis  for  specialized  equipment,  not  only  for  psy- 

19  Report  submitted  by  Miss  Charlotte  Towle,  University  of  Chicago,  Janu- 
ary 1933. 
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chiatric  social  work  but  for  all  fields.  Also,  there  is  indication 

of  an  interest  in  advanced  academic  content,  a  development 

which,  as  basic  work  is  being  formulated,  should  receive  spe- 
cial study. 

REQUIREMENTS   FOR  ADMISSION  AND  GRADUATION 

Increasingly,  professional  education  for  social  work  is  be- 

ing placed  on  a  graduate  basis.20  Such  is  the  case  in  the  eight 
schools  immediately  under  discussion,  all  of  which  require 

an  A.B.  or  equivalent  for  the  full  program.21 
The  question  has  been  raised  as  to  whether  a  professional 

school  may  be  considered  as  "graduate"  as  long  as  it  continues 

to  admit  students  without  a  bachelor's  degree  or  graduates 
without  adequate  prerequisite  courses.  This  is  an  important 

question,  in  view  of  the  fact  that  five  of  these  eight  schools  of 
social  work  have  provision  whereby  certain  students  without 

A.B.  degrees  may  enter.  It  may  be  suggested  here  that  the 
admission  of  an  occasional  student  who  has  not  completed  a 

20  Admission  requirements  adopted  by  the  American  Association  of  Schools 
of  Social  Work  are  stated  in  Section  2  of  the  Constitution  and  Bylaws.  Section 

2C  reads:  "On  and  after  October  1939,  at  least  90  percent  of  the  total  num- 
ber of  students  enrolled  in  courses  in  subjects  in  the  professional  curriculum 

for  which  credit  is  given  toward  a  degree  or  certificate  shall  have  received  a 

Bachelor's  degree  or  its  academic  equivalent  in  an  approved  college  or  univer- 
sity." See  also  The  American  Association  of  Schools  of  Social  Work,  published 

by  the  Association  in  1938  and  available  at  the  office  of  the  secretary  of  the 

Association,  Marion  Hathway,  University  of  Pittsburgh,  Pittsburgh,  Pennsyl- 
vania. 

For  a  general  discussion  of  the  subject,  see  Edith  Abbott,  Education  for 

Social  Work,  Social  Work  Year  Book,  1935,  New  York,  Russell  Sage  Founda- 

tion, 1935,  p.  112— 121  j  also  the  corresponding  articles  in  the  Year  Book  for 
i937>  P-  125-135,  and  that  for  1939,  p.  11 3-124.. 

21  Entrance  requirements  are  as  follows:  The  National  Catholic  School  and 
Tulane  require  an  A.B.  degree  as  a  prerequisite  5  Chicago  requires  a  degree  for 
all  regular  students.  Pennsylvania,  New  York,  and  Smith  require  an  A.B. 

or  equivalent.  Simmons  requires  an  A.B.  or  a  B.S.  degree  as  a  prerequi- 
site. Effective  with  the  first-year  class  entering  Simmons  College  in  September 

1936,  the  undergraduate  program  affecting  Simmons  College  was  withdrawn, 
so  that  the  entire  school  went  on  a  graduate  basis  in  September  1939.  Western 

Reserve  requires  an  A.B.  degree  for  the  two-year  program  and  in  addition,  for 
the  advanced  course,  the  completion  of  a  full  program  of  work  in  family  or 
child  welfare  in  which  field  work  and  theory  are  combined. 
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full  four-year  college  course  does  not  mean  necessarily  a 
lowering  of  academic  standards.  In  schools  of  social  work, 

where  the  entering  class  is  likely  to  be  small,  and  where  deci- 
sion as  to  admission  rests  not  only  upon  academic  achievement 

but  upon  factors  pertaining  to  physical  and  mental  health  as 
well  as  on  personal  qualifications  for  a  work  that  deals  with 

human  beings,  there  is  a  distinct  advantage  in  having  admis- 
sion requirements  flexible  enough  to  allow  for  individual 

variations.  From  nurses'  training  institutions  or  normal 
schools  particularly  may  come  graduates  who  turn  to  social 
work.  Many  have  had  experience  in  nursing,  public  health, 

or  teaching,  as  well  as  additional  study  in  their  own  or  allied 

fields,  and  may  be  as  ready,  or  more  so,  to  cope  with  graduate 

work  and,  because  of  maturity  and  experience,  to  profit  by  so- 
cial work  training,  as  is  the  young  person  fresh  from  college. 

Undoubtedly,  it  is  in  regard  to  candidates  such  as  these  that 

schools  of  social  work  prefer  to  retain  the  "A.B.  or  equiva- 
lent" and  thus  be  free  to  accept  an  occasional  promising  stu- 

dent who  would  otherwise  be  barred,  although  such  a  student 

is  not  a  candidate  for  the  degree  until  prerequisites  are  met. 

Flexible  admission  requirements,  together  with  flexible  pro- 
grams of  study  which  can  be  adapted  to  individual  needs, 

may  go  hand  in  hand  with,  instead  of  being  opposed  to,  the 
achievement  of  high  standards  of  work. 

Attention  to  personal  qualifications  of  the  students  has 
been  mentioned.  In  all  of  the  schools  contributing  to  the 

study,  health  and  personal  fitness  for  social  work,  in  addition 
to  academic  achievement,  are  considered  in  the  admission  of 

students.  Techniques  for  determining  such  personal  fitness 

vary,  yet  personal  interviews  wherever  possible,  detailed 

recommendations  from  instructors  or  employers,  and  certifi- 
cation of  physical  health  are  the  usual  criteria.  The  trend  is 

definitely  toward  more  emphasis  on  personal  qualification. 
A  diploma  or  certificate  is  granted  upon  graduation.  Six  of 
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the  schools  grant  a  master's  degree22  and  in  two — the  Na- 
tional Catholic  School  of  Social  Service  and  the  New  York 

School  of  Social  Work — a  master's  degree  may  be  obtained 

by  individual  arrangement  whereby  the  student  either  fulfills 

university  requirements  or  takes  part  of  her  work  in  a  uni- 
versity. 

In  general,  while  the  period  for  completion  of  the  work 

for  the  diploma  or  full  certificate  varies  in  the  eight  schools, 

it  approximates  a  full  two-year  academic  session.24 

CURRICULA 

The  program  of  study  may  be  discussed  conveniently  under 

two  headings,  academic  work  and  field  work.  It  should  be 

clearly  emphasized  that  this  "theory"  and  "practice"  are 
closely  interrelated,  the  increasing  correlation  being  one  of 

the  expressed  aims  of  the  professional  schools.  With  the  ex- 
ception of  the  Smith  College  School  for  Social  Work,  the 

field  work  and  class  work  progress  together,  the  student 

spending  two  or  three  days  a  week,  or  equivalent  time,  in 

supervised  participation  in  the  work  of  an  agency.  At  Smith 
the  academic  work  is  carried  on  during  successive  summers, 

the  student  spending  the  intervening  nine  months  in  full- 
time  field  work,  with  certain  academic  requirements  which 

22  In  two  of  these,  Chicago  and  Tulane,  the  students  may  also  work  toward 
a  doctorate.  • 

23  In  the  first  instance,  the  university  is  the  Catholic  University  at  Washing- 
ton j  in  the  second,  Columbia  or  New  York  University  in  New  York  City.  The 

New  York  School  is  now  affiliated  with  Columbia  (October  1940). 

24  At  the  New  York  School,  the  student  attends  six  quarters  3  at  Pennsylvania, 
two  academic  years  for  the  vocational  certificate  j  at  Western  Reserve,  the  pe- 

riod is  twenty-one  months  for  the  degree  of  M.S.S.  and  eleven  months  for  the 
advanced  course  leading  to  a  certificate  in  psychiatric  social  work}  Simmons 

requires  courses  and  field  work  for  a  two-year  period;  Tulane  and  the  Na- 
tional Catholic  School  require  two  years j  and  Chicago,  the  time  spent  subject 

to  M.A.  or  Ph.D.  requirements,  one  to  three  years.  Smith  requires  three  summer 

sessions  with  two  nine-month  periods  of  field  work  intervening  for  those  with 
no  previous  training  or  experience  in  social  work,  two  summer  sessions  and 
one  period  of  field  work  for  the  qualified  student. 
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approximate  one  day  a  week  of  student  time.  At  both  West- 

ern Reserve  and  Simmons  College  there  is  a  briefer  period  of 

full-time  field  work  in  addition  to  that  carried  with  the  aca- 

demic schedule.  At  the  New  York  School,  also,  for  certain 

students,  three  months'  full  time  devoted  to  class  or  field 
work  may  be  arranged. 

Academic  work 

Courses  offered  vary  greatly,  in  number,  title,  and  con- 

tent.25 Nevertheless,  there  is  marked  similarity  in  required 
courses,  which  reveal  a  common  basis.  They  are,  for  the  first 

year,  "Development  of  Personality,"  "Psychopathology," 
"Clinical  Demonstration"  (in  two  cases  included  in  the  course 

of  "Psychopathology"),  and  "Behavior  Problems  of  Chil- 

dren."26 In  the  second  year,  the  courses  are  "Advanced  Psy- 

chiatry" and  a  "Seminar  in  Psychiatric  Social  Work,"  the 

latter  frequently  given  jointly  by  a  psychiatrist  and  a  psy- 
chiatric social  worker  and  centering  closely  around  the  case 

material  drawn  from  the  field  experience.  To  these  may  be 

added,  in  either  the  first  year  or  the  second,  a  course  or  a 

series  of  lectures  in  "Social  Implications  of  Mental  Testing" 

or  a  more  general  course  in  "Psychology,"  presenting  the 

theory  of  the  various  schools.  In  six  schools,  courses  in  "De- 

velopment of  Personality"  and  "Psychopathology"  are  like- 

wise required  of  all  students  5  in  three,  "Behavior  Problems 

of  Children"  is  so  required,  and  one,  Smith  College,  also 

requires,  for  all  students,  "Clinical  Demonstration,"  and  the 

course  in  "Psychology."  In  all  the  schools,  many  of  these 
courses  may  be  elected  by  any  student  who  fulfills  prerequi- 

site requirements.  The  course  in  "Advanced  Psychiatry"  and 

the  "Seminar"  remain  as  the  two  courses  entered  by  the  stu- 

25  The  reader  interested  in  details  is  referred  to  the  current  catalogues  and 
bulletins. 

26  In  the  titles  used,  general  terms  have  been  chosen,  corresponding  generally 
but  not  in  identical  wording  to  the  catalogue  titles. 
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dents  who  are  preparing  for  psychiatric  social  work  and  who, 

with  few  exceptions,  are  receiving  their  field  training  in  psy- 
chiatric agencies,  hospitals  for  mental  disease,  or  psychiatric, 

mental  hygiene,  or  child  guidance  clinics. 
Psychiatrists  and  psychiatric  social  workers  share  in  the 

classroom  instruction.  In  most  cases,  the  course  in  develop- 
ment of  personality  is  given  by  a  psychiatrist.  The  courses  in 

psychopathology,  clinical  demonstration,  and  advanced  psy- 
chiatry are  given  without  exception  by  a  psychiatrist,  and  a 

psychiatrist  and  a  psychiatric  social  worker  share  in  the  semi- 
nar. The  course  or  series  of  lectures  in  psychological  theory 

and  implications  of  mental  testing  is  as  a  rule  given  by  a 
psychologist.  Table  16  shows  the  list  of  courses  and  the 

schools  that  offer  them,  with  indication  as  to  whether  the  in- 
structor is  a  psychiatrist  or  a  social  worker. 

Other  courses  should  receive  consideration.  Requirements 

vary  among  the  schools,  yet  there  is  essential  agreement  in 

regard  to  a  few  general  fields  of  study.  An  introduction  to 

social  work,  combining  history  and  a  broad  present-day  sur- 
vey of  the  field,  is  required,  as  is  also  a  course  in  social  case 

work,  with  supervised  field  experience  in  a  family  or  child 

welfare  agency.  The  latter  is  required  of  all  students  in  psy- 
chiatric social  work  as  a  prerequisite  to  specialized  field 

work.2'  Other  courses  concern  social  research  or  statistics, 
community  organization,  general  or  social  psychology,  eco- 

nomic or  industrial  problems,  public  health,  or  health  and 

disease.  Certain  others,  such  as  child  welfare,  immigration, 

27  In  the  New  York  School  of  Social  Work,  this  work  is  described  in  terms 
of  pre-vocational  courses.  At  the  beginning  of  the  fourth  quarter,  the  students 
may  choose  their  particular  major,  and  are  admitted  to  the  vocational  courses, 
in  family  welfare,  child  welfare,  psychiatric  social  work,  medical  social  work, 
as  the  case  may  be.  Simmons  and  the  National  Catholic  School  have  a  definite 

group  of  courses  that  are  required  of  all  first-year  students,  with  certain  elec- 
tives,  irrespective  of  major  interest.  At  Smith,  Pennsylvania,  and  Western  Re- 

serve, there  are  also  required  basic  courses  for  the  first  year.  At  Chicago,  courses 

are  more  numerous  and  the  first-year  program  is  more  flexible  because  of 
greater  choice  in  electives,  yet  certain  courses  are  required. 
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or  public  welfare  administration,  are  required  in  certain 

schools.28 
The  list  of  elective  courses  is  too  long  to  present  in  toto. 

There  are  many  additional  courses  concerning  the  subjects 

given  in  Table  17.  Also  appearing  in  the  catalogues  are 
courses  in  crime  and  punishment,  labor  problems,  history  of 

the  family,  social  control  of  the  feebleminded,  courts  and 

social  work,  social  problems  of  modern  industry,  home  eco- 
nomics including  nutrition  and  budgeting,  courses  in  social 

case  work  with  particular  reference  to  medical  social  work, 

visiting  teacher  work,  probation,  and  institutional  work.  In  a 
few  of  the  schools  courses  have  been  added  for  those  inter- 

ested in  supervision  or  administration  or  in  mental  hygiene 

education.  The  danger  of  work  too  narrowly  centered  around 

individual  case  work  problems  may  thus  be  offset  by  inclusion 

of  these  more  general  courses.  In  the  universities  where  social 

work  students  may  also  take  certain  courses  in  other  depart- 

ments, particularly  in  education  or  psychology,  the  opportu- 
nity for  choice  is  still  wider. 

A  detailed  discussion  of  content  and  methods  of  instruction 

would  in  itself  make  an  interesting  chapter.  It  is  recognized 

that  content  inevitably  varies  according  to  the  philosophy  of 

the  school,  the  interests  and  needs  of  the  particular  group 
of  students,  and  the  experience  of  the  instructor  as  well  as 

his  own  convictions  as  to  educational  methods.  Description  is 

necessarily  brief,  emphasizing  similarities  rather  than  differ- 

ences, and  is  limited  to  the  seven  main  courses  already  men- 
tioned (see  page  260,  also  Table  16),  and  to  the  more  re- 

cently introduced  advanced  work. 

Seven  schools  offer  introductory  courses  in  human  be- 

28  In  regard  to  general  courses  in  economics,  sociology,  and  political  sciences, 
it  should  be  stated  that  undergraduate  work  in  these  fields  is  part  of  the  ad- 

mission requirements  of  most  of  these  schools  of  social  work.  The  occasional 

student  whose  undergraduate  study  has  not  included  these  subjects  is  often  re- 
quired to  take  them  after  entrance. 
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havior,  stressing  general  aspects  of  personality  development 
and  emphasizing  normal  growth  rather  than  abnormalities 

and  maladjustments.  These  courses  are  described  as  covering 

material  dealing  with  biological  and  psychological  founda- 
tions of  human  conduct,  effect  of  social  and  environmental 

forces,  and  adjustment  processes  of  the  individual  in  family 
relationships  and  school  experiences,  as  well  as  experiences  of 
adult  life.  With  emphases  and  methods  of  handling  varying 

greatly,  they  aim  to  give  the  social  worker  an  increased  under- 

standing of  the  causes  back  of  behavior,  a  heightened  toler- 
ance of  behavior  that  she  formerly  did  not  accept,  and  a 

clearer  insight  into  her  own  difficulties  in  relationships  with 
her  clients.  Methods  vary  from  formal  lecture  procedure  to 
informal  discussion.  Case  illustrations  are  freely  used.  In  one 

school,  Simmons,  this  material  dealing  with  normal  emo- 

tional life  is  included  as  part  of  the  content  of  a  course  deal- 
ing mainly  with  psychopathology;  one  school  lists  no  such 

course,  but  offers,  for  the  first  year,  a  course  in  "Introduc- 

tion to  Psychology." 
A  course  in  psychopathology  is  a  part  of  the  program  in  all 

eight  schools.  Subject  matter  includes  the  problem  of  the 

feebleminded,  the  epileptic,  the  organic  diseases  of  the  brain 
and  nervous  system,  as  well  as  the  functional  neuroses  and 
psychoses.  Procedures  in  treatment  are  discussed,  as  are  social 

implications  of  such  ills  in  terms  of  an  individual's  adjust- 
ment to  home  and  community.  Again  case  material  is  freely 

used.  Four  schools  combine  clinical  demonstrations  with  this 

course,  two  offer  a  course  in  clinical  psychiatry  in  addition, 

and  two  schools  have  no  special  provision  for  clinical  demon- 
stration. 

A  course  in  behavior  problems  of  children  is  offered  in  all 

eight  schools.  There  is  a  general  similarity  in  these  courses, 

which  give  opportunity  for  a  more  intensive  study  of  material 

dealt  with   in  the  introductory  courses.   Centering  closely 
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around  case  studies,  they  take  up  the  common  types  of  mis- 
behavior in  children,  study  physical,  mental,  and  emotional 

development,  and  discuss  causes,  especially  those  found  in 

unhappy  parent-child  relationships,  home  conditions,  school 
and  social  experiences. 

There  is  less  apparent  similarity  in  the  courses  in  advanced 

psychiatry,  and  available  descriptions  are  too  brief  to  indicate 

content  in  detail.  Two  schools  do  not  offer  any  advanced 

course,29  a  third,  the  National  Catholic  School  of  Social  Serv- 

ice, requires  a  series  of  lectures  at  St.  Elizabeth's  Hospital, 
with  opportunity  for  attendance  at  admission  and  discharge 

conferences  at  the  hospital.  Simmons  offers  an  advanced 

seminar  course  emphasizing  the  divergence  of  approaches  to 

psychopathological  dynamics,  classification,  and  treatment. 

Smith  offers  two  advanced  courses,  "Advanced  Topics  in  Psy- 

chiatry— lectures  and  reading"  and  a  "Seminar  in  the  Appli- 

cation of  Psychiatry  to  Social  Work."  Western  Reserve  offers 
two  advanced  psychiatric  seminars  (one  for  all  students  who 

have  completed  the  prerequisites  and  one  open  only  to  stu- 

dents in  psychiatric  social  work)  -y  in  addition,  there  are  two 

advanced  courses,  "Analytical  Psychology"  and  "Clinical 

Demonstration."  At  the  University  of  Chicago,  the  New 
York  School  of  Social  Work,  and  Western  Reserve,  these 

advanced  courses  and  seminars  are  conducted  by  a  discussion 

method,  with  use  of  current  case  material  prepared  by  stu- 
dents in  addition  to  material  prepared  and  presented  by  the 

instructor.  The  psychiatric  implications  in  the  social  treat- 

ment of  the  client  is  a  clearly  marked  emphasis  in  the  con- 
tent of  discussions.  In  the  New  York  School,  each  student,  in 

29  See  Table  16.  Although  no  separate  advanced  course  in  psychiatry  or  psy- 
chiatric social  work  is  offered  at  the  Pennsylvania  School  of  Social  Work,  it 

should  be  mentioned  that  a  course  in  "Development  of  Personality"  runs 
through  two  full  years,  and  undoubtedly  includes  material  similar  to  that  dis- 

cussed in  the  advanced  course  in  psychiatry  in  the  other  schools. 
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addition  to  class  work,  works  on  a  special  project  under  the 
direction  of  the  instructor. 

Five  schools  list  a  seminar  in  psychiatric  social  work,  uni- 

formly centered  around  the  student's  field  experience  but 
given  variously  under  the  direction  of  a  psychiatric  social 
worker,  a  psychiatrist,  or  both,  and  emphasizing,  in  addition 
to  analysis  of  case  situations,  discussion  of  social  treatment  as 

related  to  psychiatric  treatment  and  problems  in  worker- 

client  relationships.  While  the  other  two  schools,  Pennsyl- 
vania and  the  National  Catholic  School,  do  not  list  such  a 

seminar  specifically,  the  first  offers  an  advanced  seminar  in 

case  work  under  the  leadership  of  a  member  of  the  Philadel- 

phia Child  Guidance  Clinic  staff,30  and,  the  second,  an  ad- 
vanced seminar  in  medical  social  work  directed  by  a  psychiat- 

ric social  worker. 

Of  special  interest  is  the  appearance  of  several  advanced 

courses,  offered  in  addition  to  the  usual  advanced  psychia- 

try and  seminar  in  psychiatric  social  work.  In  1933— 1934, 
the  School  of  Social  Service  Administration  of  the  University 

of  Chicago  added  four  advanced  courses:  "Psychiatry  in  Case 
Work  Treatment"  ("a  discussion  group  in  which  current 
practices  and  emphases  in  psychiatric  social  work  and  social 

psychiatry  will  be  evaluated"),  "The  Application  Inter- 
view," "Short  Time  Treatment  Contacts,"  and  "Direct 

Work  with  Children."  At  Western  Reserve  University, 
under  the  direction  of  Dr.  George  H.  Reeve,  an  experiment 

was  conducted  whereby  students  in  psychiatric  social  work 

were  present  during  certain  treatment  interviews  between 

psychiatrist  and  patient,  for  the  purpose  of  "presenting  an 
30  Courses  in  advanced  psychiatry  are  also  offered  from  time  to  time,  as  in 

the  year  193 3-1 934.  The  Pennsylvania  School  of  Social  Work  now  also  offers 

an  "Advanced  Curriculum"  in  the  field  of  "Psychological  Treatment  of  Chil- 
dren" and  in  "Teaching  and  Supervision  of  Social  Work,"  in  which  there  is 

opportunity  both  for  advanced  study  of  psychiatry  and  personality  develop- 
ment and  for  advanced  case  work  related  to  psychiatric  agencies. 



268  Psychiatric  Social  Work 

opportunity  to  the  student  to  observe  first-hand  methods  of 
approach  and  a  study  of  relationships  that  may  be  applicable 

in  her  daily  case  work."31  An  advanced  course  dealing  with 
the  historical  development  of  psychoanalytic  psychology  is 

offered  by  Dr.  Henry  C.  Schumacher.  Western  Reserve  has 

also  developed  a  group  of  elective  "individual  reading 

courses"  involving  discussion  with  the  instructor,  with  con- 
tent necessarily  growing  out  of  interests  of  those  students 

already  enrolled  in  the  course  in  social  psychiatry  or  in  the 

psychiatric  seminar.  And  lastly,  at  the  Pennsylvania  School 

of  Social  Work,  there  has  been,  during  the  last  few  years,  a 

definite  development  toward  preparing  advanced  students 

for  a  more  effective  role  in  a  direct  treatment  relationship. 

In  summary,  then,  common  elements  definitely  appear  in 

the  programs  of  education  for  psychiatric  social  work  in  all 

eight  schools.  The  courses  seem  to  fall  into  three  general 

groups:  first,  those  concerned  with  basic  case  work  training,  in 

social  and  economic  problems,  the  general  field  of  social  work, 

public  welfare  administration,  and  community  organization ; 

second,  a  group  of  courses  dealing  with  social  psychiatry,  men- 
tal hygiene  or  development  of  personality,  psychopathology, 

and  behavior  problems  of  children,  open  to  and  sometimes 

required  of  all  students;  and  third,  the  advanced  courses  in 

psychiatry  and  the  seminars  in  psychiatric  social  work,  re- 
quired of  all  majoring  in  psychiatric  social  work  but  which 

in  some  cases  may  also  be  elected  by  any  student  who  has  had 

the  prerequisite  courses.  There  is  marked  similarity  in  con- 

tent in  the  beginning  courses,  and  in  the  "Advanced  Psychia- 

try" and  "Seminar  in  Psychiatric  Social  Work." 
In  the  more  recently  added  advanced  courses  and  seminars, 

variation  is  more  evident.  These  courses  offer  an  area  for 

future  investigation  as  they  represent,  in  general,  more  recent 

31  George  H.  Reeve,  Demonstration  as  a  Method  of  Education  in  Training 
for  Psychiatric  Social  Work,  American  Journal  of  Orthopsychiatry,  4  =  359) 

July  1934,  and  A  Method  of  Co-ordinated  Treatment,  ibid.,  9:743*  October 
1939. 
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developments  in  the  field  of  practice.  A  study,  followed  by 
conference  of  the  instructors  concerned,  would  help  to  clarify 

aims  and  content  of  advanced  training  for  psychiatric  social 

work.32 
Field  work 

In  general,  the  field  work  for  students  interested  in  psy- 
chiatric social  work  is  provided  in  child  guidance,  mental  hy- 

giene, or  psychiatric  clinics,  psychopathic  hospitals,  or  hospi- 
tals for  mental  diseases.  In  six  of  the  schools,  as  stated  above, 

field  training  proceeds  along  with  class  work,  the  students 

spending  approximately  two,  sometimes  three,  days  each 

week  in  field  work.  In  one,  Smith,  full-time  field  work  occurs 

during  the  nine  months  between  the  summer  sessions.33  Sim- 
mons has  a  combined  schedule  for  the  first  year — six  weeks 

of  academic  work  followed  in  the  first  semester  by  four  days 

a  week,  and  in  the  second  semester  by  three  days  a  week,  of 
field  work  carried  with  the  academic  schedule.  In  the  second 

year  a  continuous  nine-month  period  is  spent  in  the  agency 
with  concurrent  academic  study  for  one  day  a  week  plus  the 

equivalent  of  one  day  a  week  for  the  thesis.  At  the  New  York 

School,  for  certain  students,  three  months  of  full  time,  de- 
voted to  either  field  work  or  class  work,  may  be  arranged. 

As  a  rule,  field  work  in  the  hospital  or  clinic  follows  a  period 

of  supervised  experience  in  a  family  welfare  agency.  This 
requirement  may  be  waived  in  the  cases  of  students  who  enter 

the  schools  with  previous  experience  that  is  accepted  by  the 

school  as  equivalent.34  Table  1 8  shows  the  plan  followed  by 
the  schools. 

32  Such  a  study  is  now  (1939-1940)  under  way,  being  made  jointly  by  a 
committee  made  up  of  members  of  the  American  Association  of  Psychiatric 
Social  Workers  and  the  American  Psychiatric  Association.  An  extensive  study 

of  curricula  is  also  being-  made  by  the  American  Association  of  Schools  of Social  Work. 

33  See  page  259  above.  The  equivalent  of  one  day  a  week  is  spent  in  class 
work,  correlated  reading,  and  work  on  thesis. 

34  See  footnote  f,  Table  18. 
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Field  work  requirements  for  two-year  course  for  students  preparing  for 

'psychiatric  social  work  in  various  schools  of  social  worky  1938 

Field  work  requirements 

Family  or 
School  of child  welfare Psychiatric Other 

social  work agency agency 
requirements 

Chicago* Two  quarters Three  quarters  in  psy- 
chiatric social  work 

One  quarter  in  social 
research 

National Two  semesters Two  semesters  in  psy- One semester  in  a  gen- 
Catholic chiatric  social  work, 

eral  hospital  recom- 
or in  combination  with mended  but  not  re- 

medical social  work quired  in  all  cases 
New  York Three  quarters Three  quarters 

None 

Pennsylvania Not  requiredf Two  semesters None 

Simmons Two  semesters Nine  months  full  time Individualized  use  of 

intervening  summer 
months 

Smith Nine  months 
full  timef 

Nine  months  full  time None 

Western 
Reserve 

2 1 -month Minimum  of  one Minimum  of  two None 

program 
semester semesters 

Advanced Completion  of Eleven  months None 

program two-year  program 
as  basis  for 
admission 

Tulane One  semester Two  semesters^ None 

Note.  Unless  specifically  designated,  field  work  does  not  mean  full  time.  Time  spent  varies 
from  two  to  four  days  a  week.  The  full-time  programs  provide  for  some  academic  work  and 
preparation  of  material  for  theses.  With  a  few  exceptions  in  the  case  of  individual  students, 
field  work  in  a  family  or  child  welfare  agency  precedes  work  in  a  psychiatric  agency. 

*  Beyond  the  M.A.  requirement,  which  is  two  quarters  of  field  work,  one  of  them  in  family 
welfare,  there  is  no  fixed  policy.  Field  work  is  adapted  to  the  needs  of  the  student  and  length 
of  time  spent  at  the  University.  The  field  work  listed  is  recommended  for  six  quarters  of  work. 

f  Students  usually  enter  field  work  in  a  psychiatric  agency  only  at  the  end  of  the  first  year, 
after  the  completion  of  two  semesters  of  social  work  in  another  field.  Occasionally,  however, 
field  work  in  a  psychiatric  agency  is  utilized  as  an  introductory  experience  for  the  qualified 
student. 

%  The  child  guidance  clinic,  which  was  the  only  resource  for  field  work  in  psychiatric  social 

work,  was  discontinued  in  1932.  Field  work  facilities  again  were  available  in  1938,  in  the  new 
Guidance  Center  of  the  Institute  for  Mental   Hygiene. 
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Field  work — supervised  experience  in  case  work  agencies — 
is  a  fundamental  part  of  the  educational  program  of  the  stu- 

dent in  social  work.  Here  she  has  opportunity  to  meet  first 

hand  and  to  share  in  the  study  and  treatment  of  the  problems 

discussed  in  her  class  work,  and  to  assimilate  into  her  own  ex- 
perience the  knowledge  she  gains  through  the  academic  work. 

Field  work  proceeds  far  more  on  an  individual  basis  than 

does  the  class  work,  and  depends  to  a  much  greater  extent 

upon  the  personal  relationship  between  the  student  who  par- 
ticipates in  the  work  of  the  agency  and  the  supervisor  with 

whom  she  is  associated  in  daily  contact.  Because  of  the  varied 

nature  of  the  agencies  cooperating  with  the  schools,  as  well 
as  of  the  individual  nature  of  supervision  itself,  presentation 

of  the  field  experience  in  general  terms  is  more  difficult  than 

the  discussion  of  the  academic  program  of  the  schools.  Em- 
phasis again  rests  on  general  policies  and  practices,  rather 

than  on  individual  differences,  and  centers  around  the  follow- 
ing topics:  general  objectives  of  field  work,  basis  of  selection 

of  field  work  agencies,  the  actual  work  done  by  students  (the 

content  of  field  work),  methods  of  supervision,  and  correla- 
tion of  field  experience  with  class  work. 

Because  of  the  fact  that  the  core  of  specialized  training  lies 

in  field  work,  discussion  is  limited  to  the  agencies  generally 

used  in  the  second  year's  work,  the  child  guidance  or  mental 
hygiene  clinics,  and  hospitals  for  mental  diseases. 

Objectives.  One  general  objective  invariably  stated  by 
those  concerned  with  field  work  supervision  is  to  increase  and 

deepen  the  meaning  of  all  the  previous  school  experience  of 

the  student  and  to  enable  her  to  develop  steadily  her  own 

capacity  for  self-direction  in  her  work  with  clients.  The  case 
work  carried  on  by  the  student  is  therefore  planned  directly 

in  terms  of  the  individual  student's  needs,  professional 
growth  being  a  major  consideration.  Bound  up  with  this  gen- 
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eral  aim  are  other  more  specific  objectives.  One  is  to  develop 

skill  in  case  work,  in  contacts  with  people,  in  interviewing, 

observation,  analysis  of  data,  and  ability  to  plan  and  carry 

through,  with  clients  and  co-workers,  measures  for  treatment. 
A  second  is  the  knowledge  of  the  functions  and  organization 

of  the  agency  in  which  the  student  is  placed,  and  its  relation- 
ship to  others  in  the  community.  She  must  learn  of  the  work 

of  these  other  agencies,  as  well  as  the  wider  community  prob- 

lems they  represent.30 
Basis  for  Selection  of  Field  Work  Agencies.  The  basis  for 

selecting  field  work  agencies  has  been  a  much  discussed  topic, 

and  the  need  for  drawing  up  certain  requirements  for  agen- 
cies cooperating  with  the  educational  program  of  the  schools 

of  social  work  has  often  been  voiced.  Each  school  has  stand- 

ards of  its  own,  and  certain  formulations  of  requirements 

have  been  made.36  To  date,  however,  there  is  no  generally 
accepted  formulation.  With  few  exceptions,  field  agencies 

connected  with  schools  of  social  work  provide  training  under 

ordinary  working  conditions.  Schools  of  social  work  depend 

upon  busy  community  agencies,  in  which  community  service 

and  not  student  training  is  the  primary  concern — a  situation 

which  does  not  always  provide  ideal  conditions  for  the  carry- 
ing out  of  stated  objectives,  but  does  have  the  paramount 

advantage  of  giving  the  student  experience  in  a  practical 
situation. 

In  general,  the  policy  of  the  schools  has  been  to  keep  such 

requirements  flexible.  For  all  except  Smith,  which,  with  a 

35  Two  of  the  schools  make  definite  arrangements  during  the  field  work 
period  for  visits  to  community  agencies  and  for  opportunities  to  discuss  the 
work.  Others  depend  upon  the  contacts  growing  out  of  the  case  work  carried 
by  the  student  for  this  broader  knowledge  of  community  problems  and  agency 
organization. 

36  See  Social  Case  Work,  Generic  and  Specific,  report  of  Milford  Confer- 
ence, New  York,  American  Association  of  Social  Workers,  1929;  also  A  Sug- 

gested Curriculum  for  Psychiatric  Social  Work  prepared  by  a  special  subcom- 
mittee of  the  Committee  on  Professional  Education,  News-Letter  of  the  Ameri- 

can Association  of  Psychiatric  Social  Workers,  July  1934- 
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nine-month  full-time  field  program,  is  able  to  place  stu- 
dents in  agencies  in  distant  localities,  one  of  the  major 

requirements  must  be  accessibility  to  the  school.  Likewise, 
with  the  supervisor  being  in  most  cases  either  director  of 

the  agency  or  a  member  of  the  staff,37  and  with  a  rapid  turn- 
over of  personnel  within  the  agencies,  too  rigid  require- 

ments as  to  training  and  experience  are  undesirable.  Too  often 

they  carry  the  danger  of  disqualifying  for  supervision  able 
staff  members  who  technically  do  not  meet  the  requirements 

laid  down.  Schools  have  depended  not  on  such  definite  for- 

mulation, but  upon  the  first-hand  knowledge  of  the  work  of 
agencies  through  personal  contact  and  acquaintance  with 
members  of  the  staff.  Requirements,  therefore,  have  been 

drawn  up  in  the  most  general  terms.  Some  of  them  are  as 
follows: 

1.  The  agency  must  represent  a  combined  program  of  psy- 
chiatric and  social  service,  and  be  directed  by  a  psychiatrist 

who  has  a  keen  interest  in  the  social  service  program,  with 

sufficient  time  to  share  in  the  training  program. 

2.  The  case  load  must  be  sufficiently  limited  so  that  there  is 
time  for  intensive  work  on  a  certain  number  of  cases. 

3.  The  supervisor  must  be  sufficiently  free  from  routine  du- 

ties so  that  she  has  time  for  individual  and  group  confer- 
ences with  students  and  for  consultations  with  psychiatrists. 

4.  The  agency  must  provide  opportunity  for  the  student  to 

carry  a  varied  case  load,  varied  in  terms  of  types  of  prob- 

lems, in  age  levels  of  clients,  and  in  opportunity  for  con- 

tacts with  other  agencies.38 

37  The  University  of  Chicago  is  an  exception.  Here  the  field  work  super- 
visors are  members  of  the  staff  of  the  School  of  Social  Service  Administration. 

This  is  also  true  to  some  extent  at  the  New  York  School  of  Social  Work. 

38  These  requirements  have  been  summarized  from  statements  submitted  by 
each  school.  They  are  similar  to  a  later  formulation  made  by  a  subcommittee 
of  the  Committee  on  Professional  Education  of  the  AAPSW  and  submitted  to 

the  membership.  See  A  Suggested  Curriculum  for  Psychiatric  Social  Work, 

News-Letter  of  the  A??ierican  Association  of  Psychiatric  Social  Workers,  July 
1934,  and  Curriculum  for  Professional  Education  in  Psychiatric  Social  Work, 

'News-Letter,  Autumn  1939. 
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As  for  the  personal  qualifications  of  the  supervisors  them- 

selves, requirements  are  general  ones.  The  social  service 

supervisor  must  have  standing  in  her  own  field,  must  have 

demonstrated  her  own  ability  as  a  psychiatric  social  worker, 

must  be  interested  in  student  training,  and  must  be  able  by 

personal  qualifications  to  guide  and  direct  students ;  in  other 

words,  she  must  combine  the  qualities  of  case  worker  and 

teacher.  Some  supervisors  are  also  part-time  instructors  in  the 
schools  of  social  work;  many  others  are  graduates  of  the 

school  and  their  personal  qualifications  and  achievements  are 

therefore  known  to  the  school.  As  long  as  the  schools  of  social 

work  are  in  close  touch  with  field  work  agencies,  and  are  per- 

sonally acquainted  with  the  personnel,  there  are  distinct  ad- 
vantages in  keeping  such  qualifications  flexible  and  subject  to 

individual  judgment. 

Actual  Field  Work  Carried  by  the  Students.  Individual 

programs  for  students  in  field  work  centers  are  similar  in  all 

the  schools.  They  include  carrying  a  certain  number  of  cases, 

weekly  individual  conferences  with  the  supervisor,  occasional 

group  conferences  in  addition  if  several  students  are  placed  in 

the  same  agency,  and  attendance  at  regular  staff  meetings  of 

the  agency,  at  which  the  students  present  their  own  cases.  In 

addition,  the  program  may  include  attendance  at  lectures 

provided  or  recommended  by  the  agency,  or  participation  in 

committee  work  involving  relationships  with  other  agencies. 

Time  may  be  allowed  for  the  collection  of  data  for  theses. 

The  students  from  Smith  College,  who  have  no  current  aca- 
demic work  during  the  field  work  period  as  do  students  of 

other  schools,  also  spend,  during  the  nine-month  period  of 

full-time  field  work,  two  hours  a  week  in  class  attendance  in 

a  course  planned  by  the  supervising  agency  in  consultation 
with  the  associate  director  of  the  school. 

A  survey  made  in  1934  revealed  that  the  number  of  cases 

carried  by  a  student  varied  from  six  or  eight  in  one  school 
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to  thirty  or  more  in  others.  The  average  load  was  about  fif- 

teen. Where  case  loads  were  large,  not  all  cases  were  "new" 
— that  is,  assigned  to  the  student  at  the  time  of  referral,  for 

her  to  assume  responsibility  for  the  study,  analysis,  presen- 
tation at  staff  meeting,  carrying  through  the  social  work 

treatment  as  developed  from  the  complete  clinic  study.  They 

included  follow-up  on  "old"  cases,  participation  in  "short 

service"  or  in  cases  carried  in  cooperation  with  other  agencies. 
The  case  load  was  planned  to  give  the  student  experience  with 

as  many  types  of  problems  as  possible,  as  well  as  with  the 

varied  services  of  the  agency. 

The  first  assignments  depend  upon  the  ability  and  experi- 
ence of  the  student.  A  less  experienced  student  may  spend 

some  time  reading,  summarizing  records,  and  formulating 

plans  for  next  steps  with  the  client  and  discussing  her  impres- 

sions with  the  supervisor,  before  receiving  her  first  assign- 
ment. An  experienced  student  may  be  assigned  immediately 

to  active  work.  There  is  also  selection  of  cases,  the  simpler 

problems  generally  being  assigned  first.  The  goal  is  to  in- 
crease responsibility  for  case  work  as  rapidly  as  the  student 

can  assume  it,  decision  on  this  point  resting  with  the  super- 
visor, who,  in  close  touch  with  the  student,  comes  to  know 

intimately  her  special  difficulties  or  needs. 

While  practices  are  adapted  to  individuals,  each  student, 

before  the  end  of  her  training  period,  has  an  opportunity  to 

carry  a  certain  number  of  cases  through  from  admission  inter- 

view, preparation  and  analysis  of  social  data,  presentation  at 

staff  conferences  where  she  has  an  opportunity  to  hear  and 

incorporate  into  her  plan  psychiatric,  psychological,  and  medi- 
cal findings  and  to  share  in  the  treatment  of  the  case,  with 

consultation  with  the  psychiatrist,  as  treatment  progresses. 

She  has  an  opportunity  to  learn  and  to  participate  in  the 

varied  work  of  the  agency,  to  study  the  system  of  recording 

and  general  administrative  procedures,  to  participate  in  co- 
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operative  work  with  schools  and  social  agencies,  and  gener- 
ally to  grow  into  the  work  of  the  agency  as  a  functioning 

member. 

All  through  the  case  work,  there  is  emphasis  on  helping 
students  to  make  their  own  analysis  of  case  problems,  their 

own  decisions  in  regard  to  the  suitability  of  treatment — e.g., 
which  cases  call  for  intensive  treatment,  which  will  respond 

to  a  more  superficial  handling,  which  present  needs  that  the 

agency  cannot  supply  and  therefore  should  be  referred  else- 
where. In  this  way  the  student  gains  not  only  the  increasing 

ability  to  analyze  case  work  problems,  but  also  knowledge 

of  the  functions  of  the  agency  and  the  limitations  of  its  work. 

Through  conferences  with  supervisor  and  psychiatrist  in  re- 
gard to  such  analysis,  she  develops  capacity  to  discriminate 

between  the  type  of  problem  for  which  she  as  a  social  worker 

may  assume  responsibility  for  treatment  and  that  which  pre- 

sents difficulties  needing  psychiatric  care.39 
The  content  of  the  case  work  aspect  of  the  field  experience 

and  the  goals  for  the  student  have  been  formulated  by  the 
Committee  on  Professional  Education  of  the  American  Asso- 

ciation of  Psychiatric  Social  Workers.  They  are  as  follows: 

Content 

Students  should  be  oriented  as  to  the  agency  function  and  its 

place  in  the  larger  social  work  program  of  the  community. 

The  range  of  case  assignments  for  students  should  be  from 

behavior  problems  through  the  more  severe  forms  of  emo- 
tional difficulties  and  mental  illnesses.  Cases  of  adults  com- 

ing because  of  their  own  psychiatric  problems  should  be 

included  as  well  as  the  parents  of  problem  children  in  set- 

89  This  question  involves  again  the  relationship  between  the  psychiatric  so- 
cial worker  and  the  psychiatrist  in  treatment,  a  question  discussed  elsewhere. 

There  is  no  general  agreement  in  the  matter,  but  nevertheless  it  is  an  impor- 
tant phase  of  all  student  training.  And  the  student  is  at  least  made  aware  of 

the  factors  in  the  relationship  and  the  policy  in  regard  to  it  followed  by  the 

agency  in  which  she  works.  For  a  discussion  of  the  subject,  see  Marian  F. 
Graves,  Working  Relationship  of  Psychiatrist  and  Psychiatric  Social  Worker  as 

Seen  by  a  Supervisor  of  Students,  News-Letter  of  the  American  Association  of 
Psychiatric  Social  Workers ,  Spring  1939. 
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tings   which   have   both   adult   and   children's   psychiatric 
services. 

The  type  of  case  assignments  to  individual  students  should 

vary  according  to  the  experience  and  ability  of  the  stu- 
dent. Cases  readily  accessible  to  treatment  but  sufficiently 

complex  to  have  training  value  should  be  available  for  the 

inexperienced  students  at  the  beginning  of  their  period  in 

the  setting;  more  complex  cases  for  those  students  who 

enter  with  more  experience  or  proficiency.  The  complexity 

of  the  cases  assigned  is  to  increase  during  the  training 

period. 
Cases  which  provide  opportunity  for  working  relationships 

with  other  agencies  and  first  hand  contact  with  and  in- 
creasing knowledge  of  the  community,  thus  indicating  to 

the  student  the  organized  roots  which  the  agency  has  in 

the  community  and  allowing  for  give  and  take  in  the 

handling  of  the  day  by  day  job. 

A  balanced  program  consisting  of  intensive  cases,  short  con- 
tact cases,  intake  interviews,  cooperative  cases,  cases  for 

follow-up,  and  attendance  at  staff  conferences  on  cases 
carried  by  other  workers. 

Goals  for  the  student 

To  develop  understanding  of  the  needs  of  the  individuals, 

especially  of  those  who  are  emotionally  disturbed,  men- 
tally ill,  or  defective. 

To  develop  skills  in  meeting  all  problems  presented  by  the 

patient  or  client  to  which  social  case  work  treatment  is 

adaptable. 

To  gain  an  ability  to  relate  social  treatment  to  the  needs  and 

limitations  of  the  case,  at  the  same  time  understanding  the 

limitations  imposed  by  the  function  of  the  agency  and  the 
resources  of  the  community. 

To  recognize  own  professional  responsibility,  opportunities, 

and  limitations  in  performance.40 

40  Curriculum  for  Professional  Education  in  Psychiatric  Social  Work,  News- 
Letter  of  the  American  Association  of  Psychiatric  Social  Workers^  Autumn 
1939.  Reprints  are  available  on  application  to  the  secretary  of  the  AAPSW, 
50  West  Fiftieth  Street,  New  York. 



278  Psychiatric  Social  Work 

A  general  presentation  of  student  field  experience  was 

made,  after  a  year's  study,  by  the  Committee  on  Professional 
Education  of  the  American  Association  of  Psychiatric  Social 

Workers.  The  results  were  presented,  with  further  recom- 
mendations, to  the  Association  in  May  1933.  Sixteen  records 

drawn  from  student  work  in  child  guidance  clinics,  psychiatric 

centers,  family  welfare  societies,  and  one  child  placing  agency 
were  selected  for  study.  An  outline  representing  the  range  in 
content  was  evolved  and  organized  under  five  main  headings. 
The  following  is  a  summary  of  the  report. 

I.  Social  and  community  problems,  including  dependency, 

inadequate  incomes,  standards  of  living,  resources  in  the 

community  for  employment  or  relief;  family  conditions, 

such  as  broken  homes,  problems  of  dependent  old  age,  ef- 
fect on  family  of  mental  disease  or  delinquency  of  one 

member;  race  and  religious  differences;  the  relation  of 

law  to  social  problems,  especially  of  dependency  and  men- 
tal disease;  community  attitudes  toward  social  work. 

II.  Physical  problems:  significance  of  developmental  history; 

relation  between  emotional  and  physical  disorders;  vene- 
real disease,  together  with  community  resources  for  both 

private  and  free  public  medical  care. 
III.  Educational  and  vocational  problems:  schools  within  the 

community,  public,  private  or  sectarian;  provision  for  edu- 
cation of  the  handicapped  child;  vocational  training.  [School 

laws,  particularly  as  related  to  attendance,  attitude  of 
school  toward  clinic,  relationship  with  school,  might  also 
be  added.] 

IV.  Psychological  and  psychiatric  problems:  consideration  of 

emotional  development,  especially  in  regard  to  family  re- 

lationships; organic  and  functional  mental  disease,  inherit- 
ance of  mental  disease,  treatment  possibilities  and  facilities. 

V.  Method  of  social  psychiatric  practice,  involving  a  long  list 

of  activities  and  relationships  in  case  work  procedures. 

In  summarizing  the  report  the  committee  states: 

One  of  the  most  striking  and  significant  findings  of  the  study 

and  analysis  was  a  further  reaffirmation  of  what  was  originally 
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put  forth  as  an  hypothesis  by  social  work  groups, — that  there  is 
a  generic  content  in  all  forms  of  case  work.  The  sixteen  records 

analyzed  were  taken  from  child  guidance  clinics,  psychiatric 

centers,  family  welfare  societies  and  one  child  placing  agency. 
The  differences  found  in  the  records  were  not  differences  of 

content,  but  of  emphasis,  and  came  out  in  differences  of  agency 

function.41 

Study  of  the  outline  indicates  also  that,  in  the  hands  of  a 

supervisor  who  has  a  broad  experience  and  knowledge  of 

social  work  in  relation  to  general  community  problems,  a  stu- 

dent's experience  in  a  psychiatric  agency  need  not  be  too  nar- 
rowly confined  to  intensive  study  and  treatment  of  emotional 

maladjustments  in  a  few  cases ;  also,  that  in  case  work,  the 
student  may  be  helped  to  utilize  to  the  fullest  extent  all  her 

previous  training,  as  well  as  be  directed  to  additional  sources 

for  reading  and  study. 

Method  of  Field  Work  Supervision.  Difficulty  in  separat- 

ing method  of  field  supervision  from  content  of  field  super- 
vision was  expressed  in  the  report  of  the  subgroup  of  the 

Committee  on  Professional  Education.42  Content  and  method 

are  inextricably  bound  up  together  in  any  teaching  situa- 
tion, and  in  field  work  experience  especially  so,  because  the 

very  content  develops  from  the  situations  involved  in  indi- 

vidual case  study,  with  method  based  upon  the  personal  rela- 
tionships of  student,  client,  and  supervisor.  Indications  of 

method,  therefore,  have  already  appeared  in  the  above  dis- 
cussion of  content,  and  content  will  inevitably  be  involved  in 

discussion  of  method.  Nevertheless,  certain  aspects  of  method 

may  be  discussed  separately. 

The  individual  conference  between  student  and  supervisor, 

definitely  scheduled  in  the  student's  program  or  arranged  as 

41  Report  of  the  Committee  on  Professional  Education,  News-Letter  of  the 

American  Association  of  Psychiatric  Social  Workers p,  May  1933.  See  also  Alice 
Taggart,  Some  Basic  Concepts  Regarding  Field  Work  Training  for  Psychiat- 

ric Social  Work,  American  Journal  of  Orthopsychiatry,  4:365,  July  1934. 42  Ibid. 
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needed,  provides  the  method  of  field  supervision.  When 

more  than  one  student  is  placed  in  an  agency,  group  confer- 

ences are  also  planned  for  the  discussion  of  problems  com- 

mon to  all.  This  relationship  of  student  and  supervisor  may 

be  best  indicated  by  following  the  student's  progress  in  her 
work  on  an  individual  case  in  a  child  guidance  clinic,  from 

the  time  it  is  first  referred.43 

Prior  to  the  first  interview,  the  supervisor  discusses  the 

situation  with  the  student.  Such  discussion  helps  the  student 

clarify  her  ideas  as  to  the  purpose  of  the  first  interview,  pro- 

vides opportunity  to  discuss  her  plans  for  the  approach  to  the 

parent  and  to  consider  possible  attitudes  which  frequently 

occur,  such  as  doubts  and  fears  about  the  clinic  or  defensive- 
ness  and  resistance.  The  student  then  makes  her  first  contact 

with  the  case  and  writes  up  her  account  of  the  interview.  This 

material  is  again  discussed  with  the  supervisor  who  aids  the 

student  in  organizing  her  material  and  in  making  her  analy- 
sis and  interpretation  of  findings.  Next  steps  are  outlined,  in 

terms  of  further  interviews  with  parents,  visits  to  home, 

school,  and  neighborhood,  and  the  developing  relationship 

with  the  referring  parent. 

Data  are  organized  according  to  the  method  of  recording 

used  by  the  clinic,  again  with  help  from  the  supervisor  in 

analyzing  and  making  tentative  interpretations.  The  student, 

then  or  at  some  later  point,  has  the  experience  of  presenting 

her  material  at  a  staff  conference,  where  it  is  discussed  in  rela- 

tion to  the  findings  of  the  physical  examination,  psychologi- 
cal tests,  and  psychiatric  interviews  with  child  and  parent,  and 

where  she  shares  in  a  discussion  of  analysis  of  the  problem 

and  of  plans  for  next  steps.  If  the  situation  is  one  in  which 

the  social  worker  will  play  an  important  role,  she  again  clari- 

43  As  we  have  seen  above  (page  275),  the  point  at  which  a  new  referral  may 

be  assigned  depends  upon  the  student's  experience.  However,  following  through 
a  case  from  the  point  of  referral  is  an  experience  common  to  all. 
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fies  with  the  supervisor  her  position  and  relationship  with  the 
staff  of  the  clinic.  The  student  writes  up  her  contacts  with  the 

child,  family,  school,  and  social  agencies,  and  is  helped  again 
by  individual  conference  to  discuss  and  evaluate  the  material. 

Contacts  with  the  supervisor  at  the  student's  request  when  she 
feels  she  needs  help  may  be  provided  in  addition  to  the  ones 

regularly  scheduled.  It  is  in  the  student's  progress  in  social 
treatment  that  the  supervisor  has  the  best  opportunity  to 

observe  and  discuss  difficulties  in  relationships  with  the  cli- 

ent, sometimes  complicated  by  the  student's  own  emotional 
problems. 

There  is  also  opportunity  for  the  student  to  meet  and  dis- 
cuss certain  situations  directly  with  the  psychiatrist.  Through 

such  procedures  the  student  gains  steadily  in  her  own  under- 
standing, not  only  of  individual  treatment,  but  of  broader 

implications  of  her  own  relationships  with  the  client,  with 

other  workers  in  the  clinic,  and  with  cooperating  agencies, 

and  the  extent  of  responsibility  she  should  carry. 

Two  responsibilities,  therefore,  rest  upon  the  supervisor — 
to  help  the  student  increase  her  skills  in  case  work  and  her 

understanding  of  relationships,  and  to  help  the  student  uti- 

lize every  opportunity  to  further  her  own  personal  develop- 

ment. Personal  difficulties  that  hamper  the  student's  work 
reveal  themselves  through  the  supervisor-student  relation- 

ship. Problems  caused  by  intolerance  or  by  inability  to  under- 

stand behavior  or  attitudes  widely  different  from  the  stu- 

dent's accustomed  standards,  impatience  or  undue  haste  in  an 
attempt  to  obtain  quick  results,  tendency  to  play  too  aggres- 

sive a  role  with  a  client  dubious  about  certain  procedures,  ob- 
tuseness  to  subtle  signs  of  resistance  on  the  part  of  the  client, 

tendency  to  identify  self  too  closely  with  certain  clients,  in- 

ability to  establish  satisfactory  contacts  with  others,  sensitive- 

ness to  criticism  or  failure — all  such  problems  may  appear  as 
the  work  progresses,  revealed  much  more  clearly  than  they 
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ever  are  in  classroom  work.  The  experienced  supervisor, 

therefore,  is  alert  to  such  problems  and  adept  in  utilizing  both 

assignments  and  discussion  of  progress  on  cases  so  that  the 

student's  personal  difficulties  may  not  interfere  with  the  rela- 
tionship with  supervisor  and  clients.  The  guidance  function 

of  the  supervisor  is  such  that  it  may  operate  continuously 
within  the  medium  of  the  case  work,  in  which  the  student  is 

becoming  increasingly  proficient  both  in  understanding  and 

in  technical  skills.44 
Correlation  of  Field  Work  with  Class  Work.  The  close  cor- 

relation of  field  work  and  class  work,  the  interrelationship  of 

the  "theory"  and  "practice"  of  the  professional  schools,  has 
been  held  generally  as  a  primary  aim.  While  the  procedures 

for  unifying  these  two  aspects  of  the  work  vary  somewhat  in 

these  schools,  two  are  generally  used  by  all.  They  are  con- 
ferences between  the  field  supervisors  and  the  faculty  of  the 

school,  and  the  increasing  use  in  the  advanced  courses,  par- 
ticularly the  seminars,  of  case  material  drawn  from  the  stu- 

dent's own  field  experience. 
Chief  responsibility  for  supervision  of  students  may  rest 

with  the  director  or  staff  of  the  cooperating  agency  or  with 

the  supervisory  staff  of  the  school  itself.  In  five  schools,45 
such  responsibility  rests  largely  with  the  agency,  the  super- 

visors working  with  one  member  of  the  school  faculty,  who  is 

responsible  for  assignment  of  students  for  field  experience, 
and  to  whom  are  referred  all  problems  regarding  supervision. 
In  one,  the  University  of  Chicago,  the  supervisors  of  student 
field  work  are  all  members  of  the  faculty  of  the  school,  with 

responsibility  for  both  instruction  and  case  work,  and  work 

closely  with  the  directors  of  the  agencies.  Such  organization 
aims  to  make  possible  a  close,  continuous  relationship  between 

44  For  a  more  complete  discussion,  see  Sarah  Swift,  Training  in  Psychiatric 
Social  Work  at  the  Institute  for  Chili  Guidance,  1927-1033,  New  York,  Com- 

monwealth Fund,  1934. 

45  Smith,  New  York,  National  Catholic,  Western  Reserve,  and  Pennsylvania. 
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theory  and  the  students'  experiences  in  the  field.  At  Simmons 
and  Tulane,  supervision  is  carried  on  by  joint  leadership  of 

agency  and  staff  members. 
Conferences  of  supervisors  and  faculty  are  held  in  all  the 

schools.  In  those  where  the  agencies  carry  the  greater  share 

of  the  responsibility  for  actual  supervision,  conferences  are 

definitely  scheduled.  Smith  College  holds  a  supervisors'  con- 
ference each  year,  during  the  academic  session,  when  agency 

supervisors  and  faculty  meet  to  discuss  problems  and  clarify 

aims  in  regard  to  the  whole  program  of  training.  Suggestions 

growing  out  of  such  conferences  may  lead  to  adaptations  in 

the  next  nine-month  period  of  field  work.  During  the  field 
work  period,  also,  the  associate  director  of  the  school  visits 

all  the  field  work  centers  to  discuss  further  with  supervisors 
and  students  the  details  of  the  work. 

At  Western  Reserve,  the  field  supervisors  meet  at  regular 

intervals  with  the  faculty.  At  the  New  York  School  of  Social 

Work,  the  field  supervisors  and  faculty  meet  regularly  to 

discuss  the  material  used,  its  relation  to  the  courses,  problems 

presented  by  students,  methods  used  in  supervision.  In  the 

schools  where  the  responsibility  for  guidance  of  the  students 

in  the  field  is  more  evenly  shared  by  agency  and  school  staff, 

with  continuous  contact,  the  need  for  definitely  scheduled 

conferences  is  not  so  pronounced.  Yet  the  process  is  the  same; 

conferences  between  school  staff  and  field  supervisor  result  in 
clarification  of  problems,  consideration  of  difficulties  that 

arise,  exchange  of  ideas  regarding  policies,  and  continued  en- 
deavor to  make  academic  work  and  practice  an  increasingly 

coordinated  experience  for  the  student. 
The  inclusion  in  the  content  of  the  seminar  of  case  material 

with  which  the  student  is  actually  working  is  characteristic  of 
all  the  schools.  The  seminar  in  psychiatric  social  work  that 
runs  concomitantly  with  field  work  is  usually  the  course  which 
makes  most  use  of  this  material,  the  student  selecting,  with 
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the  aid  of  the  supervisor  and  instructor,  the  case  for  presenta- 
tion. This  method  provides  more  opportunity  for  discussion 

of  wider  implications  of  the  problems,  and  of  different  points 
of  view,  than  is  the  case  in  the  individual  conferences  with 

supervisors,  which  are  often  limited  to  the  actual  case  work 

procedures  and  analysis  of  the  student's  relationship  with  the 
client.  At  Smith  College,  where  field  work  comes  before  the 
seminar  discussion,  case  material  is  selected  at  the  time  of 

the  visits  of  the  associate  director,  prepared  for  later  discus- 
sion, and  sent  in  to  the  school  office.  Further  selection  is  made 

by  the  associate  director,  who  is  also  one  of  the  instructors  of 

the  seminar,  and  the  resulting  mimeographed  "Case  book" 
serves  as  chief  text  for  the  class.  Such  first-hand  data  are  then 

available  for  discussion  of  medical  and  legal  as  well  as  psy- 
chiatric and  social  problems. 

In  all  the  eight  schools,  these  seminars  connected  with  field 

experience  are  a  planned  part  of  the  program.  Content  and 

emphases  change  from  year  to  year,  dependent  upon  the 
growing  philosophy  of  the  instructor,  shifting  community 

values,  problems  met  by  the  students,  and  the  changing  per- 

sonnel and  relationship  of  school  and  cooperating  agencies.46 
Whatever  the  variation,  the  seminar  is  a  chief  means  of  help- 

ing the  student  to  see  the  relationship  of  her  field  and  class 

experience  and  to  increase  her  understanding  of  the  relation- 

ship of  psychiatry  to  social  work,  of  social  case  work  proce- 
dures related  to  the  function  of  the  agency  in  which  she 

works,  and  of  the  agency's  relationship  to  other  community 
organizations. 

S fecial  Considerations.  Two  special  considerations  remain. 

One  concerns  the  extension  of  clinical  field  experience  to  stu- 
dents not  specializing  in  psychiatric  social  work.  A  few  schools 

have  provided,  for  certain  students,  a  brief  period  of  field 

work  in  clinics.  In  Chicago,  the  Michael  Reese  Mental  Hy- 

46  See  pages  266-268  above  for  content. 
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giene  Clinic  and  the  University  of  Chicago  clinics,  which 

serve  both  adults  and  children,  have  provided  an  excellent 

opportunity  for  medical  social  work  students  to  have  field  ex- 

perience under  supervision  of  a  psychiatric  social  worker  and 

a  psychiatrist  and  in  close  correlation  with  the  general  medi- 
cal clinics  in  the  hospital.  Simmons  College  also,  from  1933 

t0  1935,  made  arrangements  whereby  students  in  children's 
work  or  medical  social  work  could  spend  a  month  in  a  psy- 

chiatric agency  and  carry  at  the  same  time  a  special  seminar 

which  helps  them  relate  the  clinic  experience  to  their  own 

field.  In  the  National  Catholic  School  of  Social  Service,  stu- 

dents in  medical  social  work  may  also  have  a  brief  field  expe- 

rience in  St.  Elizabeth's  Hospital.  At  the  New  York  School, 
between  1927  and  1931,  students  preparing  for  visiting 

teacher  work  were  given  a  period  of  three  months  or  longer 

in  a  child  guidance  or  mental  hygiene  clinic. 

The  second  question  concerns  training  for  mental  hospital 

work.47  It  was  in  1928  that  the  Sub-Committee  on  Psychiatric 
Social  Service  of  the  American  Psychiatric  Association  dis- 

cussed the  question  of  supply  and  demand  in  regard  to  men- 
tal hospital  workers.  Excerpts  from  its  report  may  be  quoted 

as  revealing  the  need  for  trained  workers  as  seen  by  the  com- 
mittee: 

Up  to  ten  years  ago  the  mental  hospitals  were  creating  the 

main  demand  for  this  type  of  worker,  and  most  of  the  supply 

came  from  within  these  hospitals,  often  through  graduate  nurses 

or  others  who  showed  special  aptitude;  their  training  consisted 

largely  of  practical  work  in  hospitals  under  the  close  direction 

of  the  psychiatrist. 

Conditions  have  changed  materially  in  the  last  ten  years.  The 

demand  for  psychiatric  social  workers  has  increased  greatly,  not 

only  because  of  increased  social  service  in  the  hospitals,  but  also 

47  See  pages  251  and  287  for  interest  within  mental  hospitals  in  developing 
their  own  training  program  and  the  reasons  for  this  interest. 
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because  of  increased  psychiatric  interest  in  community  activities 
outside  of  and  apart  from  the  mental  hospitals.  .    .    . 

Students  in  these  training  schools  are  not  placed  in  state  hospi- 

tals for  their  practical  training  as  frequently  as  they  were  for- 

merly, but  rather  in  extra-hospital  activities,  and  the  graduates 
are  prone  to  continue  with  such  activities,  rather  than  to  take 

positions  in  mental  hospitals.  The  result  is  that  mental  hospitals 

are  not  obtaining  the  trained  workers  that  they  need  for  the  best 
treatment  of  their  patients. 

The  committee  offered  some  definite  recommendations. 

As  the  hospitals  for  mental  disease  offer  one  of  the  "best 

practical  fundamental  experiences"  for  social  workers,  schools 
of  social  work  should  make  increasing  use  of  such  hospitals 

as  field  work  centers.  One  of  the  results,  in  addition  to  bene- 
fits to  both  students  and  hospitals,  would  be  the  attracting 

of  more  students  to  mental  hospital  work. 

Your  committee  recognizes,  however,  that  for  a  mental  hos- 
pital to  be  acceptable  as  a  training  center  for  student  social 

workers,  it  should  have  as  its  director  of  social  service  a  person 

qualified  by  previous  education  and  special  training  to  adequately 

instruct  and  guide  the  students.   .    .    . 

Also,  in  order  that  mental  hospitals  may  become  adequate 

training  centers,  they  should  be  expected  to  utilize  and  develop 

to  the  highest  degree  feasible,  community  activities  in  mental 

hygiene.  Through  these  activities  not  only  will  the  students  re- 
ceive training  that  they  need,  and  have  not  had  in  the  past  to  the 

best  advantage,  in  mental  hospitals,  but  the  physicians  with 
whom  the  workers  are  associated,  would  receive  a  broadening 

training  and  viewpoint,  which,  as  experience  has  shown,  benefits 
their  institutional  work. 

If,  on  the  other  hand,  the  plan  outlined  above  does  not  result 

in  an  adequate  supply  of  psychiatric  social  workers  for  the  men- 
tal hospitals,  it  would  seem  that  the  individual  hospitals,  or 

groups  in  the  individual  states,  might  well  consider  their  own 

training  of  workers  for  their  needs.48 
48  Report  of  the  Committee  on  Medical  Services  of  the  American  Psychiatric 

Association,  American  Journal  of  Psychiatry,  8  (85  old  series)  :  363,  September 

1928. 
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In  two  states,  Massachusetts  and  New  York,  plans  for 

training  workers  for  mental  hospitals  were  made.  In  1929, 

the  Mental  Hygiene  Division  of  the  Massachusetts  State  De- 
partment of  Mental  Diseases  considered  such  a  program, 

which  a  year  later  was  put  into  effect.  Students  were  selected 

by  the  Department — college  graduates  were  given  prefer- 

ence but  an  A.B.  was  not  always  required — and  given  a  nine- 
month  period  of  training  in  state  hospital  social  work.  Main- 

tenance was  provided  in  the  beginning  and  students  were 

given  time  to  carry  on  some  professional  study.  The  program 

was  discontinued  in  1938.  In  New  York,  the  State  Depart- 
ment of  Mental  Hygiene  drew  up  a  similar  plan  for  training 

young  workers  under  its  own  auspices  but  in  cooperation  with 

schools  of  social  work.  The  program  did  not,  however,  de- 

velop into  training  for  new  workers,  but  instead  into  an  insti- 
tute to  give  additional  training  for  workers  already  employed. 

Discussion  of  these  plans  brought  the  situation  sharply  be- 
fore the  professional  schools  of  social  work.  The  danger  of 

reviving  the  almost  extinct  apprenticeship  training,  should 

such  programs  come  into  general  use,  and  the  possible  lower- 
ing of  standards  of  both  education  and  performance  were 

recognized.  The  Committee  on  Professional  Education  of  the 

American  Association  of  Psychiatric  Social  Workers  did  much 

to  keep  in  touch  with  the  development  and  to  bring  about, 
within  the  schools  of  social  work,  discussion  of  the  need  for 

fully  trained  psychiatric  social  workers  and  how  to  meet  that 
need. 

In  1930  only  four  of  the  eight  schools  were  using  mental 

hospitals  as  training  centers.49  In  1932  a  study  of  the  place- 
ment of  graduates  showed  that  only  three  of  fifty-two 

graduates  were  engaged  in  work  in  hospitals  for  mental  dis- 

49  Smith,  Simmons,  National  Catholic,  and  Chicago.  See  Committee  on  Pro- 
fessional Education,  American  Association  of  Psychiatric  Social  Workers,  Data 

on  Training  for  Psychiatric  Social  Work  in  Schools  of  Social  Work,  May 
1930. 
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ease.  Since  1932,  fortunately,  two  factors  have  served  to 
make  this  problem  less  acute.  One  is  the  economic  situation 

which,  from  1929  to  the  present,  has  reduced  the  number 

of  opportunities  in  child  guidance  and  mental  hygiene  clinics, 
but  which  did  not  affect  to  such  a  degree  the  positions  in  state 

hospitals.  The  other  factor  is  the  steady  growth  in  the  num- 
ber of  mental  hygiene  clinics  under  the  auspices  of  state 

hospitals  providing  opportunities  for  student  contact  with  a 

growing  community  program,  including  preventive  work. 

The  psychiatrists  who  man  these  clinics  have  steadily  devel- 
oped interest  in  social  problems  and  in  the  whole  field  of 

social  work.  And  as  for  the  chief  social  workers,  upon  whom 

falls  responsibility  for  supervision  of  students,  of  interest  is 

the  1934  report  of  the  Committee  on  Psychiatric  Social  Work 
of  the  American  Psychiatric  Association. 

Your  committee  further  recommends  that  in  appointing  psy- 
chiatric social  workers  to  positions  in  psychiatric  hospitals  first 

consideration  be  given  to  graduates  who  have  had  such  field 

work  sufficient  to  give  them  some  appreciation  of  the  problems 

which  the  psychiatric  hospital  is  required  to  meet,  or  to  those 

graduates  who  subsequently  have  had  successful  experience  in  a 

psychiatric  hospital.  This  recommendation  is  offered  particularly 

for  chief  positions.  This  is  derived,  not  only  from  the  analysis 

given  in  this  report,  but  also  from  individual  statements  of  social 

workers  who  lay  great  importance  to  this  type  of  field  experi- 
ence and  appreciation.  Given  an  adequate  chief  of  social  service 

in  a  psychiatric  hospital  it  is  conceivable  that  her  assistants  might 

be  graduates  of  approved  schools  who  have  not  yet  had  hospital 

experience.  They  should,  however,  have  had  their  field  work  in 

a  psychiatric  clinic.  It  is  conceivable  that  graduates  trained  in 

family  or  other  case  working  agencies  might  be  considered  if 

adequate  subsequent  training  in  psychiatric  social  work  were 

available.50 

50  Report  of  the  Committee  on  Psychiatric  Social  Work  of  the  American 
Psychiatric  Association,  American  Journal  of  Psychiatry ,  91:427,  September 
1934. 
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In  1 930-1 932  opportunities  for  field  work  in  mental  hos- 

pitals seemed  limited.  Today,  however,  these  schools  of  so- 
cial work  present  a  more  hopeful  picture.  The  training  cen- 
ters used  by  the  New  York  School  of  Social  Work  include 

the  New  York  State  Psychiatric  Institute  and  Hospital  and 

one  other  state  hospital.  Simmons  College  lists  three  state 

hospitals  in  Massachusetts,  in  addition  to  the  Boston  Psycho- 
pathic Hospital  which  has  been  used  for  years.  Smith  College 

likewise  is  using  the  Boston  Psychopathic  Hospital  and,  in 

addition,  three  state  hospitals,  in  Massachusetts,  New  York, 

and  Rhode  Island.  At  Western  Reserve,  plans  are  under  con- 
sideration for  using  as  a  field  work  center  the  Cleveland 

State  Hospital,  which  is  already  cooperating  with  the  school 

in  providing  clinical  demonstrations  for  class  work.  At  the 

University  of  Chicago,  Elgin,  Chicago  State,  and  the  Illinois 

Research  Hospitals  are  still  available  for  certain  students.  The 

situation,  therefore,  caused  by  the  preference  on  the  part  of 

graduates  for  work  in  community  agencies  offering  more  at- 
tractive opportunities  than  a  social  program  closely  limited 

to  one  institution,  may  well  be  solved  by  a  combination  of 

circumstances:  first,  a  realization  on  the  part  of  leading  state 

hospitals,  particularly  those  in  Massachusetts,  Illinois,  and 

New  York,  of  the  need  for  obtaining  for  chief  positions 

workers  who  are  equipped  to  give  active  leadership  to  the 

social  service  program  and  who  also  will  meet  school  of  social 

work  requirements  for  field  work  supervisors ;  second,  the 

development,  by  the  hospitals,  of  a  community  program  that 

also  offers  opportunities  sought  by  schools  for  student  field 

work ;  and  third,  re-emphasis,  by  the  schools,  on  mental  hos- 
pital positions  as  opportunities  for  placement. 

SUMMARY  AND  INTERPRETATION 

Education  for  psychiatric  social  work  is  generally  on  a 

graduate  basis  with  a  bachelor's  degree  as  prerequisite.  The 
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full  course  covers  two  academic  years  or  more,  one  year  of 

basic  or  "generic"  social  work  training,  one  year  of  special- 

ized work.51  Programs  all  represent  combined  contributions 
from  the  fields  of  psychiatry,  psychology,  and  social  work. 
Organization  and  content  of  courses  and  field  work  show 

marked  basic  similarity.  Formulation  of  a  recommended  pro- 

gram has  already  been  made.52  General  requirements  for 
field  work  agencies  and  for  professional  education  and  expe- 

rience of  those  who  accept  responsibility  for  supervision  have 

been  drawn  up.  Study  of  content  and  methods  of  field  super- 
vision is  well  advanced.  The  next  step  seems  to  be  to  secure 

more  general  endorsement  and  use  of  a  program  recom- 
mended by  professional  schools  of  social  work  and  by  the 

professional  association. 

However,  active  leadership  on  the  part  of  those  who  carry 

responsibility  both  for  formulation  of  present  programs  and 

for  planning  future  study  has  reflected  the  differences  of 
opinion  as  to  definition  of  field.  To  those  who  see  the  field 

of  psychiatric  social  work  as  social  work  practiced  in  relation 

to  psychiatry  in  agencies  established  for  the  purpose  of  treat- 
ment and  prevention  of  mental  diseases — the  mental  hospi- 

tals, child  guidance  and  adult  mental  hygiene  clinics — the 
present  program  of  professional  education  assumes  clarity, 

with  a  definite  specialized  basis.  For  those  who  define  psychi- 
atric social  work  as  work  with  emotional  difficulties  in  any  set- 

ting to  which  a  worker  brings  "adequate"  equipment,  the 
situation  is  less  clear. 

Several  factors  appear,  all  evident  in  the  above  discussion. 

51  See  page  259  above.  The  programs  at  both  Western  Reserve  and  Smith  re- 
quire more  than  two  years.  The  Western  Reserve  regular  program  requires 

twenty-one  months,  the  advanced  program  eleven  months  in  addition  to  the 
regular  twenty-one-month  program. 

52  See  note  40,  page  277;  also  George  S.  Stevenson  and  Katharine  Moore 
Wickman,  The  Training  of  Psychiatric  Social  Workers,  in  Mental  Health, 

Lancaster,  Pa.,  Science  Press,  1939  (Publication  of  the  American  Association 

for  the  Advancement  of  Science  No.  9),  p.  416-422. 
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One  is  the  steady  permeation  of  psychiatric  and  mental  hy- 
giene knowledge  through  all  social  work  training.  This  is 

desirable,  and  has  been  going  on  for  almost  twenty  years.  It 

has  done  away  with  many  distinctive  differences  in  basic  aca- 
demic content  for  those  preparing  for  psychiatric  social  work 

and  those  preparing  for  other  fields.  Field  experience  and 

advanced  seminars  connected  with  it  have  been  accepted  as 

the  specialized  area.  The  fact  that  field  work  in  mental  hy- 

giene clinics  is  also  offered  to  students  in  child  welfare,  visit- 
ing teacher  work,  and  medical  social  work  does  not  alter  this 

fundamental  basis,  as  such  experience  is  always  offered  in 

limited  amounts  and  is  definitely  related  to  another  special- 
ized field. 

Another  trend  is  the  recent  emphasis  within  the  family 

welfare  field  on  treatment  of  emotional  problems.  The  dis- 
appearance of  specialized  departments  in  two  schools  and  the 

increasing  emphasis  on  basic  content  for  all  case  workers  have 

been  pointed  out  as  evidence  of  a  diminishing  need  for  spe- 
cialized training  for  psychiatric  social  work.  The  evaluation 

of  past  development  and  present  status  of  professional  edu- 
cation for  psychiatric  social  work  is  dependent,  then,  upon  the 

definition  of  the  field  itself. 

In  hospitals  for  mental  disease  and  in  clinics  for  adults  and 
children,  social  service  will  be  needed  and  workers  will  be 

supplied  by  professional  schools.  Programs  of  education  will 

continue  to  adapt  to  changing  needs  reflected  by  the  employ- 
ing agencies.  No  amount  of  confusion  as  to  definition  will 

check  this  process  or  the  growth  of  professional  education. 

The  problem  is  not  inherent  in  the  field  itself.  Rather,  it  con- 

cerns clarifying  the  objectives  of  the  professional  associa- 

tion. As  long  as  confusion  as  to  field  has  existed,  the  con- 
tinued study  of  professional  education  and  establishment  of 

standards  and  requirements  for  workers  in  psychiatric  agen- 
cies has  suffered.  And  the  contribution  of  the  professional 
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organization  to  the  schools  and  to  the  field  has  not  been  fully 
realized. 

A  stand  taken  by  the  Association  as  to  the  area  of  activity 

it  represents  must  precede  further  progress  in  the  study  of 

professional  education.  With  the  reaffirmation  of  psychiatric 
social  work  as  social  work  practiced  in  relation  to  psychiatry, 
study  of  the  content  and  method  of  professional  education 

may  then  continue  along  the  lines  already  indicated.  A  pro- 
gram combining  both  basic  and  specialized  content  may  be 

outlined  and  generally  recommended,  and  plans  for  con- 

tinued further  study  be  drawn  up.53 
Areas  for  further  study  have  already  been  indicated.  One 

is  the  program  for  students  preparing  for  work  in  mental 

hospitals.  Another  involves  theoretical  content  and  field  ex- 

perience for  those  interested  in  mental  hygiene  education  in 

schools,  nursing  organizations,  and  mental  hygiene  societies. 

A  third  is  bound  up  with  the  experiences  offered  by  a  brief 

period  of  field  work  in  clinics  for  students  preparing  for 
other  fields  of  social  work.  The  purpose  and  value  of  this 

field  work,  the  method  used  in  relating  the  experience  to  the 

student's  total  program,  the  types  of  problems  selected  for 
the  student,  are  aspects  of  the  educational  process  to  which 

the  professional  association  might  contribute.  The  old  ques- 

tion, sure  to  be  raised,  as  to  whether  a  student  becomes  a  psy- 
chiatric social  worker  by  virtue  of  such  experience,  need  cause 

no  concern  once  minimum  standards  are  definitely  under- 
stood. 

53  Action  taken  at  the  annual  meeting  of  the  American  Association  of  Psy- 
chiatric Social  Workers  in  Buffalo,  May  1939,  reaffirmed  the  basis  of  psychiat- 

ric social  work  as  social  work  practiced  in  relation  to  psychiatry.  The  recom- 

mended program  prepared  jointly  by  the  AAPSW  and  the  Committee  of  Psy- 
chiatric Social  Service  of  the  American  Psychiatric  Association  and  approved 

by  the  membership  at  the  same  meeting  is  definitely  based  on  the  work  of  suc- 
cessive committees  with  the  assistance  of  the  cooperating  schools.  Such  action 

will  bring  clarity  to  the  continued  study  of  professional  education  for  psychiat- 
ric social  work. 
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Finally,  there  are  the  recently  organized  advanced  courses, 
many  of  which  reflect  the  growing  responsibility  of  the 

worker  in  a  treatment  relationship.  In  departments  for  psy- 
chiatric social  work,  and  under  separate  auspices,  such  courses, 

developed  jointly  by  psychiatrists  and  social  workers  through 
close  contact  with  the  field  work,  should  contribute  much  to 

the  working  relationships  of  psychiatrist  and  social  worker  in 

a  joint  treatment  program,  which  is  after  all  the  essence  of 

any  special  training  for  psychiatric  social  work. 





APPENDIX    A 

The  American  Association  of  Psychiatric 
Social  Workers 

THE  history  of  the  professional  organization  of  psy- 
chiatric social  workers  covers  a  brief  span  of  twenty 

years.  Beginning  in  1920  with  a  small  group  of  social  work- 
ers who  felt  that  discussion  of  common  problems  would  be 

of  mutual  benefit,  it  now  has  over  500  members  engaged  in 

varied  activities  carried  on  in  some  twenty  different  types  of 

agencies  in  thirty-three  states.  During  the  years  1920—1922, 
the  organization  was  known  as  the  Psychiatric  Social  Workers 

Club,  in  1922  it  became  the  Section  on  Psychiatric  Social 

Work  of  the  American  Association  of  Hospital  Social  Work- 

ers,1 and  in  1926  it  began  its  existence  as  an  independent  na- 
tional organization  as  the  American  Association  of  Psychiatric 

Social  Workers. 

The  Psychiatric  Social  Workers  Club  originated  in  a  series 

of  informal  meetings  of  social  workers  in  or  near  Boston.  By 

way  of  history,  mention  should  be  made  of  an  earlier  organi- 
zation, the  Association  of  Massachusetts  State  Hospital  Social 

Workers,  established  in  19 16,  whose  purpose  was  to  enable 

workers  from  state  hospitals  to  discuss  together  problems 
pertaining  to  their  work.  Topics  for  discussion  were  concerned 

with  the  organization  of  social  service  in  mental  hospitals, 
the  use  of  records  and  the  value  of  research,  definition  of  the 

function  of  the  psychiatric  social  worker,  discussion  of  case 

work  problems  and  methods  of  treatment.2  Broader  topics 
1  Name  changed  in  1934  to  the  American  Association  of  Medical  Social Workers. 

2  Function  was  defined  by  the  group  as:  (1)  to  contribute  to  the  medical 
work  by  securing  social  histories  and  assisting  in  carrying  out  the  physician's 
advice;  (2)  to  correct  social  disorder  among  patients  and  families;  and  (3)  to 
increase  understanding  of  mental  disorders  in  the  community. 
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also  appeared:  "Civil  Consequences  of  the  War  Affecting 
Psychiatric  Social  Work,"  "Mental  Hygiene  Societies  and 

Their  Work,"  "Training  of  Psychiatric  Social  Workers," 

"Relation  of  Psychiatric  Social  Work  to  Other  Forms  of  So- 
cial Work,"  "Social  Work  and  Public  Health  Service."  In 

191 8,  the  group  outlined  a  tentative  program  of  training. 

Still  earlier  the  members  had  discussed  and  partially  out- 
lined a  "Manual  on  Mental  Disease  for  Social  Workers"  and 

had  presented  the  plan  to  Dr.  Frankwood  E.  Williams,  then 

assistant  director  of  the  National  Committee  for  Mental  Hy- 
giene. The  pamphlet,  unfortunately,  was  never  completed, 

probably  because  so  much  of  the  time  and  energy  of  the  staff 
were  taken  up  by  the  pressing  demands  of  the  war.  The 

plans,  however,  indicated  a  conviction  on  the  part  of  the 

group  that  the  experience  of  workers  dealing  with  mental 
patients  held  something  of  value  to  all  social  workers  who 

also  were  meeting,  in  the  course  of  their  work,  incipient  if 
not  advanced  mental  disease. 

The  Association  of  Massachusetts  State  Hospital  Social 
Workers  did  not,  however,  meet  the  needs  of  members  who 
were  in  touch  with  workers  in  other  states,  and  who  looked 

forward  to  an  organization  that  might  become  national  in 
scope.  Also,  opportunities  other  than  those  in  state  hospitals 

were  opening  up  for  workers  with  psychiatric  social  work 

experience.  It  was  in  the  spring  of  1920  that  members  dis- 
cussed the  possibility  of  forming  an  organization  with  a 

broader  scope,  both  as  to  geographical  distribution  and  as  to 

activities  of  the  workers.3 
That  the  interest  in  such  an  organization  should  have 

3  A  letter  sent  by  Maida  H.  Solomon  to  Marguerita  Ryther  Stowe  states:  "A 
group  of  psychiatric  social  workers  met  here  [Boston]  recently  to  discuss  the 
idea  of  forming  some  kind  of  national  organization.  We  decided  that  the  time 

was  not  ripe  for  anything  of  a  formal  nature  and  so  have  organized  a  Psy- 
chiatric Social  Workers'  Club.  .  .  .  Our  function  is  to  maintain  the  standard 

of  psychiatric  social  work  throughout  the  country." 
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emanated  from  the  Boston  Psychopathic  Hospital  is  not  sur- 
prising to  those  familiar  with  the  organization  of  the  social 

service  during  the  years  19 13-1920.  From  the  beginning, 
social  service  represented  broader  interests  than  those  con- 

cerned directly  with  the  study  and  treatment  of  the  patients 
under  its  care.  There  had  developed  an  active  community 

program,  lectures  by  psychiatrists  to  social  workers  or  others 
interested,  contacts  with  the  Massachusetts  Mental  Hygiene 

Society.  Social  agencies  in  Boston  sought  help  in  difficult 

problems,  particularly  among  children.  Close  relations  were 
maintained  with  the  Juvenile  Court,  the  parole  division  of 

the  Industrial  Home  for  Girls,  and  the  public  schools.  Clini- 
cal demonstrations  were  arranged  for  social  workers  for  the 

purpose  of  discussing  the  nature  and  symptoms  of  emotional 

disturbances,  and  to  give  practical  aid  to  those  dealing  with 

juvenile  delinquency,  handicapped  children  in  the  public 
schools,  or  problems  in  family  relationships. 

In  1920  the  social  service  at  the  Boston  Psychopathic  Hos- 
pital had  been  in  existence  seven  years.  The  number  of  social 

workers  in  state  hospitals  in  Massachusetts  and  in  New  York 

State  was  increasing  rapidly.  The  federal  government  had 

made,  under  the  United  States  Public  Health  Service,  defi- 
nite provision  for  the  care  of  disabled  war  veterans,  many  of 

whom  were  suffering  from  nervous  and  mental  disorders, 

and  had  requested  the  American  Red  Cross  to  organize  social 

service  in  government  hospitals.  Such  service  had  been  estab- 

lished in  forty-two  hospitals,  and  Red  Cross  scholarships 
were  helping  to  meet  the  urgent  need  for  trained  workers. 

Fifteen  graduates  of  the  first  year  (191 8)  of  training  at  the 

Smith  College  Training  School  for  Social  Work4  had  been 
placed  in  charge  of  psychiatric  social  work  in  veterans'  hos- 

pitals. Four  states  had  established  societies  for  mental  hy- 

4  Name  changed  in  1920  to  the  Smith  College  School  for  Social  Work. 
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giene.5  The  Juvenile  Psychopathic  Institute  in  Chicago,  later 
to  become  the  Institute  for  Juvenile  Research,  was  flourish- 

ing, with  an  increasing  staff.  There  was  a  new  demand  for 

social  workers  especially  trained  in  psychiatry  for  service  in 

juvenile  courts,  public  schools,  and  institutions  for  children. 
It  was  natural  that  Miss  Mary  C.  Jarrett,  who  had  organized 

the  social  service  at  the  Boston  Psychopathic  Hospital  and 

who,  as  associate  director  of  the  new  training  program  at 

Smith  College,  was  closely  in  touch  with  placement  oppor- 

tunities and  their  relation  to  training  needs,  should  be  inter- 
ested in  promoting  an  organization  that  would  keep  this 

scattered  group  in  touch  with  one  another,  and  be  vitally 

concerned  with  standards  both  of  training  and  of  practice. 

In  May  1920  seven  workers  in  or  near  Boston  met  to  dis- 

cuss plans.  In  July  of  that  year  the  Psychiatric  Social  Work- 
ers Club  was  organized,  with  seventeen  charter  members, 

with  the  purpose  of  "promoting  association  among  psychiatric 
social  workers  and  maintaining  standards  of  psychiatric  social 

work."6  With  the  by-laws,  requirements  for  membership, 
election  of  officers,  and  dues  decided,  the  Club  set  about  pre- 

paring a  card  file  of  psychiatric  social  workers  throughout 
the  country,  assembling  case  records  for  study,  discussion, 

5  Connecticut,  Illinois,  Maryland,  and  Massachusetts. 
6  Charter  members  were  Clare  Butler,  Boston  Psychopathic  Hospital ;  Han- 

nah Curtis,  director  of  social  work  for  state  hospitals  in  Massachusetts;  Marie 
Donohoe,  Boston  State  Hospital;  Sarah  Evarts,  Massachusetts  General  Hospital; 

Margaret  Hodges,  American  Red  Cross;  Harriet  Gage,  Juvenile  Psychopathic 
Institute,  Chicago;  Mary  C.  Jarrett,  Smith  College  School  for  Social  Work; 

Susie  Lyons,  Phipps  Psychiatric  Institute,  Baltimore;  Amelia  Massopust,  Man- 
hattan State  Hospital,  New  York;  Helen  Myrick,  Boston  Psychopathic  Hospi- 

tal; Margaret  Powers,  New  York  State  Charities  Aid;  Gertrude  Scott,  United 

States  Public  Health  Service;  Maida  H.  Solomon,  Massachusetts  Psychiatric  In- 
stitute; Marguerita  Ryther  Stowe  and  Martha  Strong,  American  Red  Cross; 

Jessie  Taft,  Department  of  Child  Study,  Seybert  Institution,  Philadelphia; 

Helen  Young,  American  Red  Cross.  In  contrast  with  the  Association  of  Massa- 
chusetts State  Hospital  Workers,  significant  is  the  variety  of  agency  affiliation 

in  this  group  of  seventeen.  It  is  indicative  of  the  increasing  variation  in  agency 

affiliation  revealed  in  the  membership  of  the  later  American  Association  of  Psy- 
chiatric Social  Workers. 
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and  possible  publication,  and  planning  special  articles  for 

publication.  A  plan  for  forming  local  groups,  each  member 

responsible  for  the  one  in  her  own  territory,  proved  espe- 

cially successful,  both  in  keeping  the  club  in  touch  with  de- 
velopments and  in  extending  the  membership. 

In  April  1921  members  discussed  the  question  of  forming  a 

national  organization.  There  was  general  agreement  that  such 

a  plan  was  premature.  The  alternate  suggestion  of  becoming  a 

Section  of  the  American  Association  of  Hospital  Social  Work- 
ers was  favorably  received.  The  advantages  of  a  connection 

with  a  strong  organization  with  which  the  Club  already  had  a 

close  relationship  were  apparent,  and  in  June  1922  a  peti- 

tion for  the  "right  to  function  as  a  section"  was  presented  by 
the  executive  committee  of  the  Club  to  the  American  Asso- 

ciation of  Hospital  Social  Workers.  The  petition  met  a  ready 

and  favorable  response.  The  first  requirements  for  member- 

ship in  the  new  Section  (Article  IV  of  the  By-Laws)  are  of 
interest,  partly  because  in  basic  structure  they  have  remained 

the  same,  partly  because  in  them  are  contained  the  beginnings 

of  significant  questions  that  were  to  cause  concern  in  the  years 

that  followed.  The  1922  membership  requirements  were: 

Any  member  of  the  American  Association  of  Hospital  Social 

Workers  who  meets  the  following  requirements  under  training 

and  experience  shall  become  eligible  for  active  membership. 

I.  Training 

(a)  A  course  of  training  in  psychiatric  social  work  of  not 

less  than  nine  months'  duration  at  a  school  of  standing 
recognized  by  the  Executive  Committee  of  the  Section, 
or 

(b)  A  course  of  training  in  social  work  of  not  less  than  nine 

months'  duration  at  a  school  of  standing  recognized  by  the 
Executive  Committee  of  the  Section,  with  not  less  than 

six  months  of  apprentice  training  in  psychiatric  social  work, 
or 
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(c)   Substitute  for  formal  training  (2  out  of  3) 

1 — Adequate  performance  in  a  position  in  psychiatric  social 
work  of  importance  in  the  community 

2 — High  standards  of  psychiatric  social  case  work 

3 — Activities  in  psychiatric  social   work  other  than   case 
work  (teaching,  writing,  lecturing) 

2.   Experience 

(a)  Graduates  of  training  course  in  psychiatric  social  work 
at  recognized  schools  who  hold  or  have  held  positions  in 

psychiatric  social  work. 
(b)  Graduates  of  recognized  schools  of  social  work  after  six 

months  in  a  position  in  psychiatric  social  work. 

(c)  Persons  without  formal  training  who  have  met  the  re- 
quirements of  substitutes  for  training  after  not  less  than 

six  months  in  a  position  in  psychiatric  social  work. 

The  by-laws  reveal  an  emphasis  upon  high  standards  of 
professional  training  which  prevailed  from  the  beginning  and 

has  been  a  source  of  strength  to  the  Association.  Regarding  ex- 
perience requirements,  troublous  questions  arose.  As  the  field 

expanded,  and  as  opportunities  opened  up  within  the  whole 

field  of  social  work  and  in  mental  hygiene  education,  there  was 

constant  need  for  interpretation  of  the  phrase  "a  position  in 

psychiatric  social  work."  Even  as  the  members  of  the  new  Sec- 
tion made  initial  plans,  they  were  well  aware  of  the  beginning 

indication  of  that  expansion.  Already  there  were  opportunities 

for  psychiatric  social  workers  who,  because  of  agency  affilia- 

tions, might  not  feel  a  close  relationship  to  the  American  Asso- 
ciation of  Hospital  Social  Workers  and  whose  activities  might 

not  fit  into  the  interpretation  of  psychiatric  social  work  as 
then  defined. 

In  19 19  the  Department  of  Child  Welfare  of  Westchester 

County,  New  York,  had  established  its  child  guidance  clinic. 

The  National  Committee  for  Mental  Hygiene,  interested  in 

the  "psychopathology  of  delinquency,"  had  that  same  year 
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established  a  clinic  in  Public  School  Number  31  in  New  York 

City  to  study  truancy.  A  mental  hygiene  survey,  requested  by 

the  Public  Health  Federation  of  Cincinnati  and  conducted  by 

the  National  Committee  for  Mental  Hygiene,  was  being 

completed,  to  result  in  the  Central  Clinic  of  Cincinnati. 

In  1920  a  plan  for  a  mental  hygiene  clinic  was  submitted 

to  the  Commonwealth  Fund  by  the  New  York  School  of  So- 

cial Work,  and  the  School  received  grants  to  establish  the  Bu- 

reau of  Children's  Guidance  and  to  provide  courses  and 
scholarships  for  students  interested  in  preparing  for  child 

guidance  work.  Other  grants  from  the  Fund  made  it  possible 

for  the  National  Committee  for  Mental  Hygiene  to  organize 

and  conduct  demonstration  child  guidance  clinics  in  various 

communities.  Meanwhile,  the  organization  in  19 19  of  the  Na- 
tional Association  of  Visiting  Teachers  had  already  indicated 

the  extension  of  social  work  in  public  schools.  Recognizing  the 

significance  of  this  development,  the  Commonwealth  Fund, 

as  a  third  part  of  its  program  in  the  field  of  mental  hygiene, 

enabled  the  Public  Education  Association  of  New  York  City 

to  organize  the  National  Committee  on  Visiting  Teachers, 

which  conducted  demonstrations  of  visiting  teacher  work  in 

the  public  schools  of  many  cities. 

To  psychiatric  social  workers  in  state  and  psychopathic  hos- 

pitals, general  hospitals,  government  hospitals,  and  mental 

hygiene  societies,  were  soon  to  be  added  psychiatric  social 

workers  in  child  guidance  clinics,  courts,  and  public  schools, 

and  in  a  variety  of  special  activities  within  the  field  of  mental 

hygiene  education.  As  the  Section  was  organized  in  the  Ameri- 

can Association  of  Hospital  Social  Workers,  events  were  al- 

ready pointing  to  the  inevitable  separation  four  years  later. 

The  petition  and  the  by-laws  were  accepted,  and  in  June 
1922  fourteen  of  the  seventeen  charter  members  of  the  Club 

became  the  Section  on  Psychiatric  Social  Work  of  the  Ameri- 

can Association  of  Hospital  Social  Workers.  Fostered  by  a 
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strong  organization,  members  of  which  showed  a  keen  inter- 

est in  the  new  group,  the  membership  increased  rapidly.7 
The  four-year  period  of  existence  as  a  section  proved  an 

active  one,  the  members  keenly  interested  in  the  organiza- 

tion and  the  development  of  a  new  field  of  work.  The  Ex- 

ecutive Committee  carried  the  chief  responsibility  for  estab- 
lishing policies  of  the  organization,  for  keeping  in  touch  with 

new  opportunities  for  placement,  for  establishing  contacts 
with  other  national  groups.  The  first  committees  appointed 

were  the  usual  ones  essential  for  carrying  on  the  work  of  any 

such  organization — nominating,  membership,  program,  pub- 

licity,8 by-laws,  ways  and  means.  By  1925  five  other  com- 
mittees were  added,  significant  because  they  represented  the 

first  of  several  special  committees  which  were  responsible  for 

the  study  of  the  activities  of  the  members  and  for  develop- 

ing relationships  with  other  fields.  These  were  the  Termi- 

nology Committee,  the  Committee  on  Training  and  Place- 
ment (later  to  become  the  Committee  on  Professional  Edu- 

cation, and  from  the  beginning  one  of  the  most  active),  the 
Committee  on  Functions,  and  two  committees  dealing  with 

relationships,  one  between  hospital  and  community,  and  the 
other  between  the  Association  and  other  professional  groups. 

Several  projects  which  were  undertaken  by  the  Section 
deserve  special  mention.  In  1923  the  members,  under  the 

direction  of  the  secretary,  published  a  comprehensive  bibliog- 

raphy on  psychiatric  social  work,  including  history,  organi- 
zation and  administration,  function,  training,  and  special 

studies.  In  1925  two  new  committees  were  appointed,  one  to 

7  There  were  41  members  in  1923,  66  in  1924,  99  in  1926.  In  1926,  an 
analysis  of  agency  affiliation  of  76  members  (for  23  the  position  is  not  known) 

revealed  the  following.  There  were  19  members  in  hospitals  for  mental  dis- 
ease, 20  in  child  guidance  clinics,  9  in  mental  hygiene  clinics,  7  in  general 

hospitals,  4  in  educational  institutions,  4  in  family  welfare  agencies,  7  in 

mental  hygiene  societies,  1  in  courts,  1  in  public  health  organizations,  2  in 
special  agencies,  1  in  research,  1  in  child  welfare  agencies. 

8  Later  the  publications  committee. 
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study  typical  case  records,  another  to  study  methods  of  treat- 

ment "to  learn  how  psychiatric  social  workers  apply  and  in- 

tegrate knowledge  of  psychiatry,  principles  of  mental  hy- 
giene, and  principles  of  social  case  work  in  helping  patients 

make  social  adjustments."9  The  Committee  on  Methods  of 
Psychiatric  Social  Work  Treatment  remained  one  of  the  most 
active  committees. 

The  appointment  of  the  Committee  on  Relationships  with 
Other  Professional  Organizations  in  1923  gave  evidence  that 

the  Section  was  cognizant  that  many  interests  of  psychiatric 

social  workers  were  fundamentally  similar  to  those  of  work- 
ers in  other  fields.  In  1924  there  occurred  a  joint  meeting 

with  representatives  of  the  American  Association  of  Social 

Workers,  the  American  Association  of  Hospital  Social  Work- 

ers, and  the  National  Organization  for  Public  Health  Nurs- 
ing, to  discuss  allied  interests  and  activities.  The  committee 

continued  a  close  relationship  with  these  groups,  and,  in  addi- 
tion, with  the  National  Committee  for  Mental  Hygiene, 

existing  state  mental  hygiene  societies,  and  the  American  Psy- 
chiatric Association.  This  committee  was  also  responsible  for 

contacts  with  schools  of  social  work  concerning  courses  in 

psychiatric  social  work,  and  with  universities,  in  order  to  inter- 

est students  in  opportunities  offered  by  the  field,  and  to  re- 

cruit new  workers  for  "an  increase  of  positions  far  beyond 
the  number  of  trained  personnel."10 

The  first  general  presentation  of  the  field  of  psychiatric 

social  work  was  published  in  1925.  Vocational  Aspects  of  Psy- 

chiatric Social  Work11  was  prepared  by  a  committee  under  the 
chairmanship  of  June  Lyday,  then  vice-president  of  the  Sec- 

tion. The  vocational  pamphlet,  as  it  was  called,  revealed  the 

9  From  minutes  of  the  Executive  Committee. 

10  From  the  Report  of  the  President,  Mary  C.  Jarrett,  at  the  annual  meet- 
ing- in  1924. 

11  The  first  of  a  series  of  vocational  studies  prepared  in  connection  with  the 
research  program  of  the  American  Association  of  Social  Workers  and  pub- 

lished by  that  organization. 
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varied  opportunities  open  to  those  with  training  and  experi- 
ence in  psychiatric  social  work.  Those  varied  opportunities 

were  even  more  clearly  revealed  in  the  agency  affiliation  of 
the  99  members  of  the  Section  in  1926.  The  number  of 

workers  in  child  guidance  and  mental  hygiene  clinics  had  in- 
creased to  a  point  where  they  equalled  those  in  hospitals.  A 

few  others  were  members  of  the  teaching  staff  of  schools  of 

social  work,  and  in  family  and  child  welfare  agencies.  Others 

were  employed  in  mental  hygiene  societies,  public  schools, 

courts,  and  public  health  nursing  organizations.  It  was  in- 
evitable that  this  growing  number  of  workers  should  question 

whether  the  Section  on  Psychiatric  Social  Work  could  con- 
tinue to  keep  in  touch  with  the  interests  they  represented. 

The  establishment  of  a  separate  organization  was  discussed 

at  the  annual  meeting  in  Denver  in  1925,  and  a  proposal  to 
that  effect,  with  all  advantages  and  disadvantages  outlined, 

was  sent  to  each  member  to  be  voted  upon  in  1926.12  The 
following  quotation  from  the  address  of  the  president  is 

significant,  pointing  as  it  does  to  the  twofold  development  of 

psychiatric  social  work: 

12  The  arguments  in  favor  of  remaining-  with  the  American  Association  of 
Hospital  Social  Workers  were  (i)  the  importance  of  maintaining  the  close 
affiliation  between  medical  and  psychiatric  social  workers,  (2)  the  advantage 
to  the  Section  of  having  such  routine  matters  as  the  place  of  annual  meetings, 

exhibits,  printing  of  programs  carried  by  the  Association,  (3)  the  advantage  of 

having  an  organ — the  Bulletin  of  the  AAHSW — through  which  the  Section 
could  reach  its  own  members  as  well  as  the  medical  social  work  group. 

The  three  chief  arguments  in  favor  of  the  separate  organization  were:  (1) 

Psychiatric  social  workers  are  no  closer  to  medical  social  workers  than  to  cer- 
tain other  case  workers,  and  if  allied  to  any  organization,  it  should  be  the 

American  Association  of  Social  Workers  or  the  American  Psychiatric  Associa- 

tion; (2)  Psychiatric  social  workers  are  now  ready  to  stand  alone  in  an  inde- 

pendent organization,  free  to  publish  what  they  wish,  to  prepare  programs 

unhampered  by  the  opinions  of  another  group;  (3)  Many  psychiatric  social 

workers  will  not  join  the  AAHSW  on  the  ground  that  they  are  not  concerned 

with  hospitals.  This  group  is  continually  increasing,  due  to  the  trend  of  mental 

hygiene  to  spread  without  the  hospital.  Such  workers  would  join  an  independent 
organization. 

From  a  letter  from  the  president,  Maida  H.  Solomon,  to  the  members  of  the 

Section,  October  1926. 
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What  is  best  for  the  growth  and  development  of  psychiatric 

social  work  not  only  in  its  aspect  as  a  specialty  but  also  in  rela- 
tion to  the  whole  field  of  social  work  of  which  it  is  a  part?  .  .  . 

If  a  new  organization  is  established,  it  will  be  new  in  name,  but 
old  in  interests,  traditions  and  purposes.  It  is  to  be  expected  that 

the  relationship  with  the  American  Association  of  Hospital  So- 
cial Workers  will  be  as  close  as  when  an  organic  part,  while  its 

relationship  to  other  groups  of  social  workers  will  be  closer  than 

formerly.13 

In  June  1926  members  voted  in  favor  of  separate  or- 

ganization, the  Executive  Committee  of  the  American  As- 
sociation of  Hospital  Social  Workers  acted  upon  a  petition 

to  disband  the  Section,  and  the  American  Association  of  Psy- 

chiatric Social  Workers  began  its  separate  existence,  to  de- 
velop a  program  that  would  bring  together  the  varied  fields, 

and  provide  means  for  the  study  of  the  function  of  the  psy- 
chiatric social  workers  within  each  area. 

Certain  changes  were  made  at  this  time  in  the  by-laws  gov- 

erning membership.  An  A.B.  degree  was  included  in  the  speci- 

fications for  training  in  1926,  and  a  second  class — junior  mem- 
bership— was  added  the  following  year.  Subsequent  revisions 

were  made  in  193 1  and  1935.  For  active  membership  the  dual 

requirement  of  training  and  experience  in  psychiatric  social 
work  still  holds,  and  the  length  of  the  period  of  experience 

in  a  position  in  psychiatric  social  work  required  of  all  gradu- 

ates of  schools  is  stated.  The  requirement  of  "supervised  ex- 

perience" has  been  substituted  for  "apprentice  training." 
There  has  also  been  a  more  detailed  formulation  of  the  sub- 

stitutes for  formal  training,  with  the  ultimate  limiting,  in 

193 1,  of  the  use  of  the  clause  to  those  who  began  their  experi- 
ence prior  to  1929. 

From  1926  to  the  present  the  work  of  the  Association  has, 

13  Annual  address,  Maida  H.  Solomon,  President,  Section  on  Psychiatric 
Social  Work  of  the  American  Association  of  Hospital  Social  Workers,  Journal 

of  Abnormal  and  Social  Psychology,  21:422,  January— March  1927. 
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in  general,  been  carried  on  through  the  committee  organiza- 
tion already  developed.  The  committees  readily  fall  into  two 

main  groups,  administrative  and  study  committees,  certain  of 

the  latter  having  responsibility  for  the  formulation  of  stand- 
ards of  either  training  or  practice.  In  the  first  group,  besides 

the  Executive  Committee,  are  the  Nominating,  Ways  and 

Means,  Membership,  Publications,  Program,  and  By-Laws 
Committees.  In  the  second  group  are  the  study  committees, 

appointed  from  time  to  time,  concerned  primarily  with  the 
study  of  actual  work  carried  on  in  a  particular  type  of 

agency.14 Certain  of  these  committees  have  carried  responsibilities 
for  the  formulation  of  standards:  the  Professional  Education 

Committee,  the  Advisory  Committee  on  Standards,  and,  as 

an  additional  example,  a  committee  definitely  concerned  with 

the  formulation  of  standards  for  practice  of  social  work  in 

mental  hospitals.  The  Advisory  Committee  on  Standards  has, 

over  a  period  of  years,  served  the  Executive  Committee,  has 

undertaken  promotional  work,  and,  as  a  planning  body,  has 

indicated  new  areas  for  study.  Several  study  committees  origi- 

nated as  sub-groups  under  it.  It  has  been  a  means  of  keeping 
the  Executive  Committee  in  touch  with  the  interrelated  as- 

14  In  1939-1940  the  study  committees  are  as  follows:  the  Mental  Hospitals 
Study  Committee,  the  Child  Guidance  Study  Committee,  the  Committee  on 

Relationships  with  Psychiatry,  the  Professional  Education  Committee,  the  Ad- 
visory Committee  on  Standards,  the  Committee  on  Government  and  Psychiatric 

Social  Work  with  a  subcommittee  on  Civil  Service. 

Past  study  committees  have  been:  the  Joint  Committee  with  the  American 

Association  of  Medical  Social  Workers,  the  Joint  Committee  with  the  Na- 

tional Organization  for  Public  Health  Nursing-,  the  Committee  on  Psychiatric 
Social  Work  in  Educational  Institutions,  the  Joint  Committee  with  the  Family 
Welfare  Association  of  America,  the  Committee  on  Private  Psychiatric  Social 

Work,  and  the  Committee  on  Methods  of  Psychiatric  Social  Work  Treatment. 

During  the  years  193 5-1 93 7  a  central  study  committee,  with  Alice  Taggart 
as  chairman,  coordinated  subcommittees  representing  the  following  areas:  adult 

clinics,  mental  hospitals,  educational  institutions,  children's  agencies,  private 
family  agencies,  and  child  guidance  clinics.  The  Advisory  Committee  on  Stand- 

ards has  continuously  served  a  coordinating  function,  working  closely  with 

both  the  study  and  administrative  committees. 
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pects  of  the  study  program,  and  has  brought  before  the 

whole  Association  general  issues  common  to  all.  The  Com- 
mittee on  Professional  Education  has  been  one  of  the  strong- 

est, representing  continuous  study  of  the  field  and  maintain- 
ing contact  with  the  developing  programs  of  professional 

education  in  leading  schools  of  social  work  which  prepare 
workers  for  the  field.  There  has  been  an  active  relationship, 

through  joint  committees  or  by  means  of  less  formal  con- 

tacts, with  other  organizations.15 
The  News-Letter,  the  official  organ  of  the  AAPSW,  made 

its  appearance  in  1926,  first  as  a  mimeographed  bulletin,  later, 

in  July  193 1,  as  a  printed  quarterly  that  has  had  an  increasing 
circulation  outside  the  membership. 

There  have  been  difficulties  in  carrying  on  an  active  and 

well  coordinated  program.  Many  of  them  were  the  usual 

ones  encountered  by  any  organization  in  the  early  stages  of 

development.  Membership  was  widely  scattered  and  repre- 
sented varying  interests.  There  was  no  central  office  and  no 

paid  secretary.  Work  was  carried  on  on  a  volunteer  basis, 
and  much  of  the  committee  contacts  had  to  be  maintained 

through  correspondence. 

Local  groups  of  psychiatric  social  workers  in  certain  areas 

provided  a  means  for  workers  in  a  given  area  to  meet  and  dis- 
cuss mutual  interests,  and  also  to  maintain  some  contact  with 

the  national  organization,  but  they  represented  such  varied 

interests  that  it  was  difficult  to  coordinate  them.  Require- 
ments for  membership  varied,  some  being  limited  to  the 

members  of  the  American  Association  of  Psychiatric  Social 

Workers,  others,  in  localities  where  there  were  only  a  lim- 
ited number  of  members,  were  open  to  workers  who  were  not 

members  but  who  were  interested  in  the  nature  of  the  dis- 

15  The  American  Association  of  Medical  Social  Workers,  the  National  Or- 
ganization for  Public  Health  Nursing,  the  American  Association  of  Social 

Workers,  the  American  Association  of  Visiting  Teachers,  the  National  Com- 
mittee for  Mental  Hygiene,  and  the  American  Psychiatric  Association. 
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cussions.16  Certain  of  the  study  committees  lacked  continuity 
because  of  a  rapid  turnover  of  workers  and  resultant  con- 

stant shifting  alignments  of  interest. 

However,  a  more  basic  difficulty  became  apparent  to  the 

successive  executive  committees  which  sought  to  include  in 

the  program  the  broadening  interests  of  the  membership  and 

at  the  same  time  to  carry  on  their  function  of  promoting  and 

maintaining  standards  for  a  special  field.  It  became  increas- 

ingly evident  that  the  program  was  being  operated  on  a  dual 

basis,  the  administrative  committees  concerned  with  the  fos- 

tering of  social  work  as  it  developed  in  relation  to  psychiatry, 

the  study  committees  concerned  with  a  study  of  activities  in 

whatever  area  the  members  utilized  their  special  training  and 

experience.  An  increasing  proportion  of  those  activities  were 

carried  on  in  agencies  which  did  not  represent  combined  psy- 
chiatric and  social  treatment,  and  which  were  closely  allied 

with  interests  of  other  professional  organizations.  There  was 

a  constant  need  to  re-interpret  the  field  in  the  light  of  pro- 

gressive developments  in  the  field  of  social  case  work,  and 

especially  for  interpretation  of  the  term  "a  position  in  psy- 

chiatric social  work"  which  appeared  in  the  experience  re- 
quirements for  membership  in  the  organization. 

The  presidential  address  of  1926  stressed  the  increasing 

interest  in  agencies  that  were  concerned  with  preventive 

work.  It  pointed  to  a  need  for  careful  differentiation  between 

"intensive  psychiatric  social  treatment  in  close  cooperation 

with  the  doctor  who  makes  the  diagnosis  and  handles  treat- 

ment" and  "that  sort  of  psychiatric  social  work  which  might 

better  be  labelled  mental  hygiene  instruction."  It  raised  a 

16  For  a  time  a  Committee  on  Local  Groups  served  to  study  the  situation 
and  to  make  recommendation  for  the  organization  of  district  branches  or  some 

other  means  of  coordinating-  local  interests  and  activities.  At  the  annual  meet- 

ing in  1939,  a  by-law  was  passed  making  possible  the  formation  of  district 

branches,  and  providing  for  definite  plans  for  such  organization  whenever  it 
seems  desirable. 
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significant  question,  "Must  psychiatric  social  work  always  be 

practiced  in  association  with  a  psychiatrist?"17 
In  1930  the  issue  was  more  clearly  stated  by  Miss  Mildred 

Scoville  in  her  presidential  address: 

Within  the  last  decade,  it  was  possible  to  define  the  field  with 

some  degree  of  logic  and  clarity.  Today  it  is  becoming  an  im- 

possibility. A  recent  authoritative  publication — Mental  Hygiene 

and  Social  Work  by  Lee  and  Kenworthy — offers  two  concep- 

tions of  psychiatric  social  work.  "In  one  sense  it  consists  of  social 
case  work  established  within  psychiatric  agencies  as  a  form  of 

service  essential  to  the  medical  program  of  such  agencies.  In 

this  sense  it  has  the  status  of  a  specialized  field  of  social  case 

work.  .  .  .  The  second  conception  of  psychiatric  social  work 

regards  it  not  as  a  special  field,  but  rather  as  social  case  work  in 

whatever  field  whose  practitioners  have  at  their  command  an 

adequate  working  knowledge  of  mental  hygiene." 
The  challenging  implication  remains  that  the  former  solidar- 
ity and  homogeneity  represented  by  this  field  are  vanishing  until 

the  integrity  of  the  profession  itself  is  threatened.  Clearly,  it 
would  be  difficult  to  maintain  this  dualism  indefinitely,  being  at 

the  same  time  a  specialized  and  non-specialized  field.18 

To  the  Membership  Committee  have  constantly  come 

questions  that  needed  clarification.  This  committee  has  car- 
ried the  chief  responsibility  for  deciding  whether  experience 

offered  by  applicants  met  requirements  according  to  the  by- 
laws. The  following  report  of  the  Membership  Committee 

in  1 93 1  reflects  the  nature  and  extent  of  the  problem  facing 

the  Executive  Committee  in  its  task  of  maintaining  standards 

and  interpreting  the  by-laws  in  the  light  of  a  constantly  ex- 
panding field. 

Chief  among  the  challenges  presented  to  the  Association  has 

been  that  of  consistent  action  upon  the  transfer  of  junior  mem- 

bers to  active  status,  and  it  was  to  this  that  major  energies  were 

17  Annual  address  of  the  president,  Mrs.  Solomon,  cited  in  note  1 3  above. 
18  Mildred  Scoville,  An  Inquiry  into  the  Status  of  Psychiatric  Social  Work, 

American  Journal  of  Orthopsychiatry ■,  1  1145,  January  193  1. 
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directed.  In  the  middle  of  the  year  an  analysis  was  made  of  the 

current  junior  membership,  with  the  discovery  that  twenty,  or 

exactly  50  percent  of  those  awaiting  transfer  to  active  status  had 

gone  from  training  courses  immediately  into  positions  which 

must  be  reckoned  as  being  in  allied  fields  rather  than  in  psy- 

chiatric social  work  itself.  ...  It  appeared  that  the  month-to- 
month  accumulation  of  applications  for  membership  included 

regularly  a  certain  proportion  of  similar  cases.  .  .  .  The  di- 
lemma .  .  .  consisted  in  the  fact  that  under  the  existing  by- 

laws, the  Association  had,  on  the  one  hand,  no  authority  to 

exercise  selection  among  applicants  for  junior  membership,  and 

on  the  other  hand,  no  choice  but  to  drop  those  whom  it  pro- 
nounced unqualified  for  active  membership  at  the  conclusion  of 

a  stipulated  period  of  probation. 

The  problem  seemed  sufficiently  acute  to  warrant  drastic 
action.   .    .    . 

Subsequently,  on  the  strength  of  discussion  and  further  analy- 

sis, the  Membership  Committee  appealed  for  changes  in  the  by- 
laws in  1 93 1  which  would,  in  the  first  instance,  satisfactorily 

limit  the  intake  of  junior  members,  and  in  the  second,  afford  the 

Association  opportunity  for  consistent  decision  in  dropping  those 

ineligible  for  active  status.  Tentative  changes  in  the  by-laws  were 
actually  drafted  but  on  mature  consideration  they  were  found 

likely  to  commit  the  organization  to  [premature]  judgments  on 

the  whole  field  of  psychiatric  social  work.  .  .  .  Accordingly,  a 

compromise  was  achieved  which  consisted  in  the  proposed  elimi- 
nation of  the  clause  which  requires  that  junior  members  shall 

automatically  be  dropped  if  not  qualifying  at  the  end  of  two 

years.  It  was  recognized  by  all  concerned  that  this  minor  change 

accomplishes  no  more  than  to  relieve  immediate  tension.  More 

probing  and  balancing  of  values  are  needed,  and  a  fundamental 
revision  of  the  membership  requirements,  both  for  junior  and 

for  active  membership  is  to  be  advocated  eventually.19 

The  report  brought  squarely  before  the  membership  the 

need  for  clarification  and  a  consensus  of  opinion  as  to  the  defi- 

nition of  a  "position  in  psychiatric  social  work."  Certain  mem- 
bers recommended  a  change  in  the  membership  requirements 

19  From  report  of  the  Membership  Committee,  Winifred  Arrington,  Chair- 
man,  1 93 1. 



Appendix  A  3^ 

that  would  make  provision  for  those  applicants  who  had  satis- 

factorily completed  their  professional  education  for  psychiat- 
ric social  work,  but  whose  experience  following  training  had 

not  included  a  position  in  working  relationship  with  the  prac- 
tice of  psychiatry.  Were  not  workers  who,  after  graduation, 

had  accepted  positions  as  teachers,  family  case  workers,  pro- 
bation officers,  and  the  like,  entitled  to  full  membership 

within  the  Association? 

For  several  years,  energies  were  directed  toward  formula- 
tion of  a  definition  of  psychiatric  social  work  that  would 

more  adequately  encompass  the  activities  of  the  membership. 

Many  members  held  the  opinion  that  the  definition  "social 
work  established  within  psychiatric  agencies  as  a  form  of 

service  essential  to  the  medical  program"  was  too  narrow, 
and  was  barring  from  membership  a  group  of  workers  in 
other  fields  who  would  have  valuable  contributions  for  the 

Association.  Efforts  were  made  to  interpret  psychiatric  social 

work  experience,  not  in  terms  of  the  type  of  agency  served, 

but  in  terms  of  the  equipment  of  the  worker,  namely  on  the 

basis  of  "an  adequate  working  knowledge  of  mental  hygiene" 

and  other  formulations  of  a  distinctly  qualitative  nature.20 
It  was  in  1930,  following  the  analysis  made  by  the  Mem- 

bership Committee  of  the  nature  and  extent  of  the  problem  it 

was  facing,  that  the  Advisory  Committee  on  Standards  made 
a  recommendation  to  the  Executive  Committee  that  a  com- 

prehensive study  was  needed.  A  plan  was  drawn  up  and  an 

20  Studies  did  reveal  differences  between  the  work  of  the  individual  who 
possessed  special  training  and  experience  in  mental  hygiene  and  the  one  who 
did  not.  Such  differences  appeared  in  the  extent  of  the  understanding  of  causes 
underlying  attitudes,  in  skill  in  meeting  clients,  and  in  working  with  them 
effectively  for  a  solution  of  their  difficulties.  However,  the  multiplicity  of 
factors  in  the  progress  of  work  with  clients  made  practically  impossible  any 
conclusive  formulation.  Such  factors  involved  differences  in  the  circumstances 

surrounding  the  agency  itself,  its  purpose,  the  community  it  served,  the  case 
load  per  worker,  relationships  of  the  staff,  and  the  personal  qualifications  and 
adjustment  of  the  worker  herself  aside  from  the  kind  and  amount  of  training 
received. 
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appeal  made  to  the  Commonwealth  Fund  for  financial  aid. 

The  appeal  was  granted,  a  director  was  appointed,  and  in 

1 93 1  the  study  of  psychiatric  social  work  was  begun. 
The  director  worked  closely  with  the  Advisory  Committee 

on  Standards.  As  the  study  progressed,  successive  executive 
committees  fostered  discussion  and  analysis  of  the  central 

problem.  In  1937  a  growing  interest  in  the  membership  re- 

quirements found  expression  in  proposed  by-law  changes 
presenting  alternatives  for  experience  in  a  psychiatric  agency. 

The  proposed  change  served  to  crystallize  the  issue  and  to 

provide  a  more  objective  basis  for  discussion  and  future  ac- 
tion. It  became  clear  that  the  changes  in  by-laws  involved 

more  than  membership  changes,  and  that  the  immediate  solu- 
tion of  the  membership  problem  would  necessarily  carry  with 

it  important  decisions  as  to  the  whole  field  which  the  Associa- 
tion was  to  sponsor,  and  the  whole  program  which  it  would 

administer.  The  findings  of  the  study  were  from  time  to  time 
made  available  to  successive  executive  committees  and  to  the 

membership. 

Progress  toward  clarification  was  being  made.  The  Ad- 

visory Committee  on  Standards  prepared  an  "interim"  defi- 
nition of  psychiatric  social  work,  which  was  accepted  by  the 

Executive  Committee  in  December  193 1.  It  reads: 

Psychiatric  social  work  is  that  branch  of  social  work  which  has 

developed  in  connection  with  psychiatry.  It  is  practised  by  spe- 
cially trained  persons  with  a  particular  degree  of  knowledge  of 

psychiatry,  and  of  its  adaptation  to  social  case  work  practice, 

working  within  an  agency  in  which  the  social  work  is  an  inte- 
gral part  of  a  mental  health  program.  The  psychiatric  social 

worker  deals  with  cases  of  social  maladjustment  wherein  per- 
sonality difficulty,  neurosis,  or  psychosis  are  of  primary  and 

recognized  importance  in  her  initial  handling  of  the  case.  Her 

work  may  consist  of  social  case  work,  research,  executive,  ad- 

ministrative, or  educational  work.21 
21  Minutes  of  the  Executive  Committee,  December  4,   1931. 
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This  definition  had  an  advantage  over  the  one  offered  in 

1925  in  that  it  provided  for  special  positions  which  had  de- 

veloped in  the  field  of  mental  hygiene  education.22  It  is  sig- 
nificant that  affiliation  with  psychiatry  and  with  agencies  pri- 

marily concerned  with  study  and  treatment  of  mental  health 

problems  was  again  clearly  stated  as  the  distinguishing  basis 
for  the  definition  of  the  field.  In  1933  a  unanimous  vote 

taken  by  the  Executive  Committee  that  the  requirement  of  a 

year's  experience  in  a  psychiatric  agency  should  be  retained 
for  active  membership  again  indicated  conviction  as  to  the 

basis  for  the  special  field. 
There  were  a  number  of  circumstances  that  had  a  direct 

bearing  not  only  upon  the  membership  considerations  but  also 

upon  the  Association  policies  and  administration  during  the 

years  193 1— 1938.  One  was  the  decrease  in  the  number  of 
specialized  positions  in  mental  hygiene  education.  Expansion 

in  child  guidance,  mental  hygiene,  and  psychiatric  clinics  was 

noticeably  retarded.  The  organization  of  the  vast  public  re- 
lief program  during  the  depression  years  definitely  affected 

psychiatric  social  workers.  Many  trained  and  experienced 
members  were  called  away  from  positions  in  hospitals  and 

clinics  to  aid  in  the  advisory,  administrative,  and  training  pro- 

grams for  the  fast-growing  public  relief  needs.  From  private 

family  welfare  agencies  also  came  a  new  demand.  With  pub- 
lic welfare  agencies  carrying  much  of  the  responsibility  of 

the  financial  need  of  clients,  private  agencies  found  a  long- 

looked-for  opportunity  to  work  intensively  with  a  more 

selected  case  load.  Workers  experienced  in  dealing  with  emo- 

*  22  "Psychiatric  social  work  is  that  branch  of  social  work  that  deals  with 
cases  of  social  maladjustment  in  which  a  mental  factor  or  a  behavior  problem 
is  of  primary  importance.  All  social  cases  have  a  psychological  aspect,  but 

psychiatric  social  work  is  concerned  particularly  with  those  in  which  the  men- 
tal problems  predominate  and  require  attention  by  specially  trained  persons, 

and  is  carried  on  in  close  association  with  psychiatrists,  physicians  who  are 

specialists  in  mental  disorders  and  mental  hygiene."  Vocational  Asfects  of  Psy- 
chiatric Social  Work,  New  York,  American  Association  of  Social  Workers, 

1925,  p.   15. 
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tional  problems  were  sought  after.  From  1932,  or  there- 
abouts, an  increasing  number  of  members  entered  the  family 

welfare  field,  sharing  and  fostering  a  development  that 

caught  popular  interest — new  procedures  relating  to  the  role 
of  the  case  worker  in  the  treatment  of  emotional  problems. 

In  1937  the  address  of  the  president  again  indicated  the 

problem  of  a  membership  that  "speaks  a  polyglot  language 
and  therefore  feels  the  need  of  a  variety  of  educational  stim- 

uli," citing  the  situation  of  varied  activities  and  interests  as 

the  reason  why  "the  study  program  of  the  Association  has 

become  un-coordinated  and  perhaps  has  lacked  vitality."23 
Proposed  changes  in  the  membership  by-laws  substituting 

"the  completion  of  two  years  employment  in  an  approved 

case  work  agency"  for  the  "position  in  psychiatric  social  work 

for  at  least  a  year"24  were  submitted  for  consideration  and 
discussion  at  the  annual  meeting  in  1936  and  for  a  vote  in 

1937.  Lack  of  a  quorum  prevented  action.  Obviously  in  one 
way  this  was  fortunate.  There  was  indication  of  need  for 

more  thorough  discussion  among  the  membership. 
In  the  fall  of  1937  the  new  Executive  Committee,  with 

Katharine  M.  Wickman  as  president,  undertook  the  task  of 

further  analysis  and  presentation  to  the  members  of  addi- 
tional material  to  serve  as  a  basis  for  discussion.  In  February 

1938  the  committee  sent  out  to  the  members  three  memo- 
randa, all  with  the  aim  of  presenting  a  clearer  picture  of 

exactly  what  the  proposed  by-laws  meant  in  terms  of  the 

Association's  structure,  functions,  and  program.  Memoran- 
dum I,  Reflections  from  the  Trend  Study,  was  an  analysis 

made  by  the  director;  it  related  the  proposed  change  in  by- 

laws to  the  history,  purposes,  and  present  status  of  the  Asso- 

ciation program.  Memorandum  II,  prepared  by  the  Execu- 
tive Committee,  analyzed  clearly  the  problem  facing  the 

23  Sarah  Ivins,  The  Association  and  its  Changing  Function,  News-Letter  of 
the  American  Association  of  Psychiatric  Social  Workers,  Autumn,  1937. 

24  See  By-laws,  Section  I  a— c,  amended  June  15,  193 1,  and  June  10,  1935. 
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executive  officers  of  the  Association — that  of  administering 
a  program  on  a  dual  basis.  It  was  suggested  that  there  are  two 

types  of  national  organization: 

Type  I.  Those  organizations  which  assume  no  direct  respon- 
sibility for  promotion  of  standards  of  training  and  practice. 

These  include  associations  organized  primarily  for  research. 

.  .  .  Organizations  of  this  type  may  or  may  not  restrict  their 

membership  to  one  profession  or  specialty,  and  may  or  may  not 

set  up  rigid  qualifications  for  membership  in  the  way  of  training 

and  practice.  However,  the  common  denominator  in  member- 
ships of  such  organizations  is  a  special  interest  rather  than  a 

common  professional  training  and  experience. 

Type  II.  Those  organizations  which  assume  general  responsi- 
bility for  formulating  and  raising  standards  of  training  and 

practice  for  a  particular  area  of  activity.  Study  programs  are 

correlated  with  this  main  purpose.  Membership  qualifications  in 

organizations  of  this  type  tend  to  follow  the  standards  of  train- 
ing and  practice  which  the  Associations  advocate  for  professional 

proficiency.  Such  requirements  are  based  on  special  training  only, 

or  upon  this  coupled  with  special  experience. 

Memorandum  II  pointed  out  that  the  change  in  by-laws 
would  inevitably  involve  a  change  from  the  second  type  of 
organization  to  the  first. 

The  proposed  changes  in  membership  requirements  considered 

in  the  light  of  the  necessary  changes  in  the  organization  and 

function  of  the  American  Association  of  Psychiatric  Social 

Workers  which  they  carry  with  them,  thus  raises  these  ques- 
tions: 

i .  Shall  the  American  Association  of  Psychiatric  Social  Workers 
change  its  present  organization  in  order  to  function  as  an 

association  of  Type  I  and  restrict  its  activities  to  the  promo- 
tion of  special  research,  interest  or  study  in  the  general  field 

of  social  case  work  from  the  standpoint  of  a  particular  ap- 
proach or  method  in  social  case  work,  or  as  otherwise  de- 

fined? Shall  it  cut  across  the  entire  field  of  social  case  work 

and  give  consideration  not  so  much  to  standards  of  training 
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and  practice  but  rather  to  methods  or  "techniques"  in  social 
case  work? 

Special  interest,  approach  or  emphasis  within  the  case  work 

field  could  provide  a  common  denominator  necessary  for  a 

special  association  according  to  Type  I.  It  would,  as  stated, 

cut  across  all  fields  of  social  case  work  and  could  give  con- 
sideration to  particular  methods,  such  as  those  involved  in 

intensive  social  treatment.  Study  activities  would  perhaps  be 

more  dependent  upon  current  interests  of  the  membership  and 

less  related  to  needs  of  any  particular  field  or  fields  of  prac- 
tice. It  would  assume  no  direct  responsibility  for  formulating 

standards  for  any  field  and  would  be  representative  of  no 

particular  area  of  practice  but  of  the  broad  field  of  social  case 
work. 

The  establishment  of  membership  requirements  would  be 

difficult  as  it  would  be  necessary  for  members  to  qualify  on 

the  basis  of  common  interest  and  would  presuppose  a  com- 
mon body  of  knowledge  or  a  special  development  of  skill,  or 

both. 

2.  Shall  the  American  Association  of  Psychiatric  Social  Work- 
ers continue  to  function  as  an  association  of  Type  II  and  not 

restrict  its  function  to  study  and  research  but  continue  to  in- 

clude with  this  the  functions  of  formulating  and  raising  stand- 
ards of  training  and  practice,  and  of  promoting  development 

in  the  specialized  field? 

If  so,  shall  it  then  adhere  to  the  special  area  of  social  case 

work  practice  for  which  it  has  assumed  responsibility  and  re- 
new its  efforts  toward  contributing  to  developments  in  this 

area,  being  influenced  by  developments  within  allied  fields 

and  hopefully  contributing  to  them;  or  shall  it  redefine  the 

area  of  practice?  In  other  words,  shall  it  adhere  to  the  pri- 
mary responsibility  for  proficiency  in  the  practice  of  social 

case  work  in  psychiatric  clinics  and  hospitals  or  can  it  carve 

out  a  broader  yet  well  defined  area  of  social  case  work  in 

which  it  can  set  itself  up  as  being  representative  and  in  which 

it  can  define  standards?25 

25  Administrative  Considerations  raised  by  the  Proposed  Changes  in  Mem- 
bership Qualifications,  memorandum  to  members  of  the  American  Association 

of  Psychiatric  Social  Workers,  February  3,  1938.  Copies  of  this  memorandum 
as  well  as  Memoranda  I  and  III  may  be  obtained  from  the  secretary,  50  West 
Fiftieth  Street,  New  York  City. 
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Memorandum  III,  also  prepared  by  the  Executive  Com- 
mittee with  the  able  assistance  of  Mildred  Scoville,  chairman 

of  the  By-Laws  Committee,  presented  from  a  different  point 
of  view  the  effect  upon  the  Association  of  the  changes  in 

membership  requirements.  It  was  hoped  that  as  a  result  the 

vote  on  the  suggested  change  in  by-laws  would  be  not  solely 
in  relation  to  the  matter  of  facilitating  the  admission  of  new 

members  but  with  a  full  realization  of  all  that  the  change 

implied. 

In  February  1938  the  business  meeting  in  Chicago,  recon- 
vened as  an  extension  of  the  one  in  Indianapolis,  again  lacked 

a  quorum.26  The  report  of  the  meeting  indicated  that  "dis- 
cussion concerning  the  Association's  present  difficulties  was 

characterized  by  clearer  thinking  and  greater  objectivity  .  .  . 

than  on  previous  occasions  when  the  same  questions  con- 

fronted the  membership."  It  was  agreed  that  the  basis  for 
the  Association  program  should  be  considered  in  terms  of 

organization  function — "responsibility  for  developing  a  pro- 
motional program  by  increasing  psychiatric  clinic  and  hospi- 

tal facilities,  stimulating  membership,  and  promoting  rela- 

tionship with  schools  to  standardize  training  programs."  It 

was  also  agreed  that  "Association  interest  has,  in  recent  years, 
veered  from  this  course."27 

The  need  for  the  American  Association  of  Psychiatric  So- 

cial Workers  "to  work  in  closer  relationship"  with  "the  vari- 
ous schools  of  social  work  in  defining  and  standardizing  aca- 

demic and  field  work  programs  and  to  crystallize  this  with 

the  American  Association  of  Schools  of  Social  Work"  was 

26  It  should  be  noted  that  the  by-laws  required  the  presence  of  fifteen  per 
cent  of  voting  members  for  action  at  any  business  meeting.  This  percentage 

was  high  in  view  of  the  steadily  growing  membership  and  the  increasing  na- 
tional spread.  This  difficulty  in  obtaining  a  quorum  led,  in  1939,  to  a  recom- 

mendation that  the  percentage  be  reduced.  See  News-Letter  of  the  American  As- 

sociation of  Psychiatric  Social  Workers ■,  Autumn  1939,  p.  13. 
27  Report  of  the  business  meeting  at  Chicago,  News-Letter  of  the  American 

Association  of  Psychiatric  Social  Workers ,  Spring,  1938. 
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stressed.  It  is  significant  that  the  discussion  emphasized  the 

necessity  for  field  work  in  psychiatric  hospitals  or  clinics  as  a 

distinctive  requirement  for  professional  education  for  psy- 
chiatric social  work. 

In  1939,  A  Suggested  Curriculum  for  Professional  Edu- 
cation for  Psychiatric  Social  Work,  the  result  of  the  work  of 

successive  Committees  on  Professional  Education,  was  ap- 
proved by  the  Executive  Committee  and  by  the  Committee 

on  Psychiatric  Social  Work  of  the  American  Psychiatric  Asso- 

ciation, and  prepared  for  distribution.  Here  again  was  re- 
affirmation of  the  importance  of  field  work  in  psychiatric 

clinics  or  hospitals.  Earlier  in  the  same  year  the  Committee 

on  Relationships  with  Psychiatry  was  appointed  by  the  Ex- 
ecutive Committee  to  meet  with  the  Committee  on  Psychiat- 

ric Social  Work  of  the  American  Psychiatric  Association,  this 

joint  committee  relationship  being  approved  by  the  Council 
of  the  American  Psychiatric  Association. 

At  the  Annual  Business  Meeting  in  Buffalo  in  June  1939, 

a  quorum  was  present.  After  three  years  of  consideration  and 

discussion  of  the  proposed  changes  in  membership  require- 
ments, a  vote  was  taken.  The  resulting  decision  to  retain  the 

requirement  of  "a  year's  experience  in  a  psychiatric  agency" 
indicated  the  conviction  that  experience  in  a  psychiatric  clinic 

or  hospital  was  requisite  for  active  membership  in  the  Asso- 
ciation. At  the  same  time,  the  action  reaffirmed  the  area  of 

social  work  practice  with  which  the  Association  was  to  be  con- 
cerned, and  clarified  the  responsibility  of  the  membership 

and  the  Executive  Committee — namely,  fostering  social 

work  in  relation  to  the  practice  of  psychiatry  and  contribut- 
ing to  the  study,  treatment,  and  prevention  of  mental  disease. 

The  agencies  representing  that  basic  area  for  continued  study 
of  function,  standards  of  practice,  and  professional  education 

are  the  psychiatric  hospitals,  community  psychiatric,  mental 

hygiene,  and  child  guidance  clinics  under  varied  auspices,  and 
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those  agencies  concerned  primarily  with  mental  hygiene  edu- 
cation or  with  research  in  the  field. 

The  reaffirmation  of  this  core  emphasis  should  mean  that 

the  relationships  with  other  professional  social  work  organi- 
zations will  be  strengthened,  proceeding  on  the  basis  of 

shared  allied  interests  and  not  in  terms  of  the  past  confusing 

attempt  to  mark  off  a  special  area  within  these  other  fields 

to  be  labelled  psychiatric  social  work.  A  close  relationship 

with  developments  in  other  fields  should  be  insured  by  the 

continued  presence  within  the  membership  of  persons  prac- 
ticing in  these  fields. 

It  is  hoped  that  the  future  of  the  Association  will  see  the 

further  realization  of  many  of  its  avowed  aims — to  maintain 
standards  of  education  and  of  practice  and  to  promote  more 

adequate  social  service  in  hospitals  for  mental  disease,  in  psy- 
chiatric clinics  and  wards  connected  with  general  hospitals, 

in  community  clinics  under  varied  auspices.  It  is  hoped  that 

a  closer  relationship  with  psychiatry  will  be  achieved  in  the 

study  of  the  causes  and  treatment  of  mental  disease  and  emo- 

tional maladjustment,  in  bringing  about  a  more  general  reali- 
zation that  contribution  within  this  field  requires  special  edu- 
cation and  experience  and  continuous  progress  in  application 

of  the  knowledge — gained  through  experience  with  the  mal- 

adjusted— to  all  community  activities  that  are  directed  toward 
the  maintenance  of  those  satisfying  and  effective  relation- 

ships involved  in  mental  health. 
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Salaries  of  Psychiatric  Social  Workers 

The  accompanying  table  shows  in  combined  form  the  sal- 
ary data  that  are  presented  in  separate  tables  in  the  text  (see 

Chapter  Three,  pages  100-105).  It  will  be  seen  that  the  me- 
dian salaries  of  members  of  the  American  Association  of  Psy- 

chiatric Social  Workers  are  consistently  higher  than  those  of 

other  groups,  evidence  that  workers  who  meet  certain  re- 
quirements of  training  and  experience  may  expect  benefits  in 

terms  of  financial  remuneration. 
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WITH  a  few  exceptions,  this  bibliography  has  been  lim- 
ited rather  strictly  to  psychiatric  social  work  per  se. 

Since  the  relationship  between  psychiatric  social  work  and  so- 
cial case  work,  psychiatry,  mental  hygiene,  education,  and 

public  health  is  close,  such  limitation  was  difficult.  However, 

the  length  of  a  bibliography  that  would  cover  these  related 

fields,  as  well  as  the  difficulty  of  selecting  the  items  for  it, 
made  this  restriction  necessary. 

It  is  true  that  a  few  references  have  been  included  not  only 

to  the  fields  mentioned  above  but  also  to  therapeutic  work 

with  children  and  to  the  application  of  psychoanalysis  to  so- 
cial work.  These  books  and  articles  were  selected  because  they 

were  utilized  directly  in  some  phase  of  the  discussion,  or  be- 
cause they  have  some  special  bearing  on  the  contents  of  this 

book.  They  are,  of  course,  merely  representative  of  their  spe- 
cial fields  j  many  other  similar  books  and  articles  might  have 

been  chosen.  References  to  material  of  this  sort  appear  in 

footnotes  throughout  the  text. 

Even  with  the  bibliography  limited  to  psychiatric  social 
work,  the  task  of  selection  was  none  too  easy.  Most  of  the 

material  has  appeared  in  periodical  literature ;  it  is  widely 
scattered,  and  much  of  it  is  similar  in  content.  Inevitably 

many  articles  which  the  reader  may  regard  as  both  interesting 
and  significant  have  been  omitted. 

It  is  hoped,  however,  that  the  bibliography  will  accomplish 

three  purposes:  first,  to  provide  the  general  reader  with  addi- 
tional material  dealing  with  the  various  phases  of  the  subject 

discussed  in  the  text;  second,  to  offer  to  anyone  interested  in 

some  special  aspect  of  the  subject  a  starting  point  for  further 
research;  and,  third,  to  give  to  the  reader  interested  in  the 
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Attitude  therapy,  159,  216,  219,  222- 
228,  230-233,  239 

Bech,  Elisabeth  Brockett,  vi 
Bellevue  Hospital,  62 

Boston  Community  Health  Associa- 
tion, 68 

Boston  Psychopathic  Hospital,  246- 
247,  252,  297,  298 
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Bureau  of  Children's  Guidance,   252, 

301 Burleig
h,  

Edith, 
 
vi,  36 

Case    work   agencies.    See    Social   case 

work  agencies 

Chicago,  University  of,  School  of  So- 
cial Service  Administration,  244, 

245,    252,    254-256,    266,    267, 

270,   282,   289.  See  also  Profes- 
sional education 

Chicago   Infant   Welfare   Society,    68 

Child  guidance  clinics: 

development,  41—43,  56-60 
function  of  psychiatric  social  work- 

ers, 58,  154—160 
number,  60,  1 1 1 

number  of  psychiatric  social  work- 

ers, 78—85 

placement    opportunities,     106— 113 
turnover   of   workers,    91,    92,    94, 

95 
Child  welfare  agencies,   1,  2,   17,  23, 

25»  44,  117-120 
number  of  psychiatric  social  work- 

ers, 79-85,  107,  108 

placement  opportunities,  106-1 1  3 
turnover  of  workers,  92,  94,  95 

Children : 

maladjusted,    in   schools,   43,    180- 
181 

outpatient  clinics  for,  42 

psychiatric  social   worker's   role   in 
direct  treatment,  239—241 

Children's    institutions,    80,    83,    107, 
1 12 

Churches,    psychiatric    clinics    under, 

16,  151-152 
Cincinnati   Public  Health   Federation, 

301 Civil   
 
Service 

   
require

ments  
  

for    psy- 

chiatric social
  
work, 

 
53 

Clients'
   

attitud
es  

as   related 
  

to   treat- 

ment, 18—19
,  
148—14

9,  
205-20

9, 

212,   221-223
.   

$ee  a^s0  Patient
s 

Clinics,
   

1 6-1 8,  237-24
1 

child  guidance.  See  Child  guidance 
clinics 

Clinics  (cont.)  : 

in  courts,  17,  80,  81,  83,  107,  148- 

149 

in     educational     
institutions,     

149— 
i5i>  153-154 

in    general    hospitals.    See    General 

hospital  clinics 

in  mental  hospitals,  35,  39,  42,  62- 

life  adjustment,  152—154 
marriage,  1 51-154 

mental  hygiene.  See  Mental  hygiene 
clinics 

neurological,  36 

neuropsychiatric,  28 

parole,   135-136 
psychiatric.     See     Mental     hygiene 

clinics 

traveling,  62,  136,  155 

under     auspices     of    churches,     16, 

151-152 
Colcord,  Joanna,  235 

Colleges  and  universities.  See  Educa- 
tional institutions 

Commonwealth  Fund,  41,  56,  57,  81, 

253,  300,  311 
Consultants,   psychiatric   social   work- 

ers as,  4,  20,  23,  44,  66,  69-73, 

177 

Courts,  clinics  in,  17,  80,  81,  83,  107, 
148-149 

Crutcher,  Hester,  126,  127,   129,  130 

Dawley,  Almena,  vi 

Definition  of  psychiatric  social  work. 

See  Psychiatric  social  work,  defi- 
nition 

De  Schweinitz,  Karl,  118,  119 

Donohoe,  Marie,  vi 

Education  for  psychiatric  social  work. 
See  Professional  education 

Educational    institutions,    20-23,    32, 

196—198 

clinics  in,   149-151,   153-154 

colleges  and   universities,    188-194, 

197-198 
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Educational  institutions  (cont.)  : 

coordination     of     special     services, 

development    of    psychiatric    social 

work,  63—66 
function      of      psychiatric      social 

worker,    20-22,     161,    170-195, 

196-198 
number  of  workers,  80-83,  170 

nursery  schools,   187-188 
placement   opportunities,    107,    112 

private  schools,    185-187,   194-195 

public   schools,    172-185,    194-195 
Emotional  factors  in  illness,  1 41-145 

Employment     of     psychiatric     social 
workers: 

number  of  workers,  76-85 

placement  opportunities,  1 06-1 1 3 
turnover,  85—96 

types  of  agencies,  78-85 

Family  welfare  agencies,  1,  2,  17,  23, 

25,  26,  1 17-120,   161,  291 
as  training  centers,  261,  264,  269, 

270 

function  of  psychiatric  social  work- 

ers, 23-27,  69-73 

number  of  psychiatric  social  work- 

ers, 79-85,   107,   108 

placement    opportunities,     106-113 
psychiatric  social  workers  as  con- 

sultants, 69—73 
turnover   of    workers,    91,    92,    94, 

95 
Field    work.    See    under   Professional 

education 

Foster,  Sybil,  vi 

Freud,  Anna,  214,  215 

Function   of  psychiatric  social   work- 

ers,  14—26 
as   consultants,    4,    20,    23,   43,   44, 

66,  69-73,   177 
as  executive  secretaries,  44 

as  outlined  at  Boston  Psychopathic 

Hospital,  38—39 
as  outlined  by  Civil  Service  require- 

ments,  53 

Function   of  psychiatric  social  work- 
ers {cont.)  : 

as  related  to  professional  educa- tion, 30 

as  "therapists,"  26-27,  215-216, 

218,  233—235.  See  also  Therapy 

basis  for  study,  14-15,  n  6-1 2 2, 
161 

in  clinics.  See  under  Clinics 

in  direct  treatment  of  children, 

239-241 
in  educational  institutions,  20-22, 

161,  170—195,  196—198 
in  hospitals,  17,  18 

government,  53-55,  124-125 
mental,  122-139 

private,  124—125 
state,    16-17,   123-124 

in    mental   hygiene   education,    20- 23,  43 

in  mental  hygiene  societies  and 

state  departments  of  mental  hy- 

giene, 20,  22-23,  66-68 
in  public  health  nursing  agencies, 

20—22,   162—170 

in  social  case  work  agencies,  23- 

27,  69-73 
in  treatment.  See  Treatment 

Garrett,  Annette,  vi 

General   hospital  clinics,   25,   61,    in 

function  of  psychiatric  social  work- 

ers, 61,  140-148 
number  of  clinics,  in 

number  of  workers,  81 

placement  opportunities,   107,  111- 
1 12 

turnover  of  workers,  92,  94,  95 

Glueck,  Bernard,  42,  249,  250,  252 

Government  hospitals: 

development    of    psychiatric    social 

work,  51—5^ 

function  of  psychiatric  social  work- 

ers, 5  3-5  5,  124-125 
number  of  psychiatric  social  work- 

ers, 80,  83 

placement  opportunities,  107 
turnover  of  workers,  92,  94,  95 
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Graduates  of  schools  of  social  work, 

79,  83,  84,  248,  287-288 

Healy,  William,  42 

Heath,  Esther,  158 

Hospitals: 

development  of  social  therapy,  237- 
241 

general.  See  General  hospital  clinics 

government.   See   Government   hos- 

pitals 
mental.  See  Mental  hospitals 

state,   16-17,   123-124 

Illinois    State    Department    of    Public 
Welfare,  68 

Industry,  32,  80,  83,   107 
Institute    for    Child    Guidance,    222, 

223,  227 

Institute   for   Juvenile    Research,    298 

Institutions  for  feebleminded,  81,  112 

Interviews,  treatment,   213-214,   217, 
233 

Ivins,  
Sarah,  

vi 

Jarrett,  Mary  C,  vi,  37,  38,  40,  45, 

70,  246,  247,  249,  298 

Johnson,  Nancy,    142,   144 

Joint    Vocational    Service,    104,    106, 

107,  in,  112 

Kasanin,  J.,  234 

Kasius,  Cora,  236 

Levy,  David  M.,  222,  227 

Life  adjustment  centers,   152-154 
Lyday,  June,  303 

Lynde,  Edward  D.,  69 

Mabon,  William,  246 

Marcus,  Grace,  72,  210,  219 

Marriage  clinics,   151— 154 
Massachusetts  General  Hospital,  60, 

61 

Massachusetts  Mental  Hygiene  So- 
ciety, 297 

Massachusetts     State    Department    of 
Mental  Diseases,  287 

Medical  social  work,   54,    112,    145- 

147,  243,  285 
Mental  hospitals: 

as  training  centers,  9,  39,  138,  251, 
285-289 

clinics  under,  35,  39,  42,  62-63 

community  program,    16,    135-140 
development    of    psychiatric    social 

work,  51—56 
number,   109 

number  of  patients,  109 

psychiatric  social  workers  in,  9-12, 

139 

case  loads,  124 

function,  16,  17,  122-139 
number,  79—85 

placement     opportunities,      106- 

113 

turnover,  
90-91,  

92,  94,  95 
ratio  of  patients  

to  workers,  
109 

Mental  
hygiene  

agency,  
28 

Mental  
hygiene  

clinics,  
60-63 as  training  

centers,  
9 

demand  
for  workers,   

1 1 1 

development     
of     social     

therapy, 

237-241 
function  of  psychiatric  social  work- 

ers,     16-18,     62-63,      I36-i54> 

237-241 
in    general    hospitals.    See    General 

hospital  clinics 
number,  60,  1 1 1,  140 

number  of  psychiatric  social  work- ers, 80,  83 

placement  opportunities,  107,   m- 
112 

under    auspices    of    state    hospitals, 
288 

See  also  Child  guidance  clinics 

Mental     hygiene     courses,     21,     163, 

164—166,   177—178 

Mental   hygiene   education,   4-5,    20- 

23>    35)    43)    44)    "3>    i35~i39> 161— 198 

in  child  guidance  clinics,  58 

in  educational  institutions,  176—178 
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Mental  hygiene  education  (cont.)  : 

in    mental    hospitals,    16,    17,    1 3  5— '  (9 

in    mental    
hygiene  

societies,   
66-68 

in   public  
health   

nursing-  
organiza- tions, 69,   162-170 in    social    

case    
work    

agencies,    
23, 

69-73 
Mental  

hygiene  
movement,  

4-32 
Mental  

hygiene  
societies  

and  state  
de- 

partments of  mental  
hygiene: 

development,  

66-68 
function  

of  psychiatric  
social  

work- 
ers, 20,  22—23,  

66-68 
number  

of  psychiatric  
social  

work- 
ers, 80,  83 

placement    
opportunities,    

107,    
112 

Mental    
hygiene    

supervisors,    

44,    69, 
162,  168-170,  195-196 

Meyer,  Adolf,  33,  41 
Moore,  Katharine,  224 

Moore,  Madeline,  224 

Myrick,  Helen,  71,  73 

National  Catholic  School  of  Social 

Service,  244,  252-253,  259,  266, 
270,  285.  See  also  Professional 
education 

National  Committee  for  Mental  Hy- 

giene, 66y  77,  101,  247,  296, 

300,  301 

National  Committee  on  Visiting 

Teachers,  300 

National     Organization     for     Public 

Health  Nursing,  69,  303 

joint  committee  with  American  As- 
sociation   of    Psychiatric    Social 

Workers,   162,   163 

Neilson,  William  Allan,  247,  248 

Neurological  clinics,  36 

Neuropsychiatric  clinics,  28 

Neustaedter,  Eleanor,  vi 

New  York  School  of  Social  Work, 

244,  245,  247-251,  252,  259, 
260,  266,  269,  270,  283,  285, 

289,  301.  See  also  Professional 
education 

New  York  State  Charities  Aid  Asso- ciation, 34 

New  York  State  Department  of  Men- 
tal Hygiene,  68,   126,  287 

Nursery  schools.  See  Educational  in- 
stitutions 

Nurses,  22,  138 

Odencrantz,  Louise,   203,   217 

Opportunities   for  placement   of  psy- 

chiatric social  workers,   106-113 

Parents,  work  with: 

in  child  guidance  clinics,   155—158, 222—223 

in  private  schools,  186 

in  public  schools,  176-177 
Parole,  35,   129 

Parole  clinics,  135-136 

Passive  technique,  216,  219,  228—230, 
230-233 

Passivity  in  treatment  procedures,  216, 

22 1,  222 
Patients: 

in  general  hospital  clinics,  142-144 

in  mental  hospitals,  125—129 
See  also  Clients 

Pennsylvania  School  of  Social  Work, 

220,  244,  245,  252,  253-254, 

267,  268,  270.  See  also  Profes- 
sional education 

Personality  of  worker,  229,  235 

Philadelphia  Child  Guidance  Clinic, 
220,  267 

Philadelphia  Family  Welfare  Society, 
220 

Play  activities,  use  in  treatment,  240— 

241 
Prevention  of  mental  disease,  35, 

135-137 

Private  hospitals,    124—125 

Private  psychiatric  social  work,  73— 

74,  80,  83,  107,  112 
Private  schools.  See  Educational  in- 

stitutions 

Professional     education,      3,      12—14, 242-293 

areas  for  further  study,  292 
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Professional  education   (cont.)  : 
as  related  to  definition  of  field  of 

psychiatric  social  work,  290 

as   related   to   placement   of   work- 
ers, 114,  243,  291 

comparison     with     education     for 

other  social  work  fields,    12—13, 

26,     242,     249-250,     256-257, 
290,  291 

correlation  of  field  work  and  class 

work,  282—284 

courses,  264—269,  290 

curricula,  259—272 

development  of  training1  programs, 
246-257 

field  work,  269—289 

agencies     used,     261,     269-274, 
289 

as      distinguishing"      

feature      
of 

training  
for  psychiatric  

social 
work,  

250,  291 

content,  
274—279 duration,  
269 

objectives,  
271—272,  

277 
supervision,  

271,  273,  274,  279, 
280-284 

methods  
of  instruction,   

263,   283- 
284 

requirements      for      entrance      and 

graduation,  257—259 
schools  surveyed,  244 

seminars,  267—269,  283—284 
standards,  242,  243,  272 

Professional  equipment,  96-100,  110- 
112,  133,  229,  235 

Professional   schools   of   social   work. 

See  Professional  education 

Psychiatric  agencies: 

as  training  centers,   261,   269-271, 

definition,  28,  29,   120— 121 
psychiatric    social    workers    in,     7, 

16—20,  82,  84,  85,  115 
variation  in  standards,  121 

Psychiatric    clinics.    See    Mental    hy- 

giene clinics 

Psychiatric      social      treatment.      See 
Treatment 

Psychiatric  social  work: 

definition,  7,  24,  27,  47,  82,   117- 

H9>   294>   3°9>   3n>   312-313 
difficulties,    8,    44,    47,    85,    93- 

94,  114,  146 
definition  of  position  in,  300,  310- 

311 

development,  1,  3-74,  113,  295- 

319 
relation  to  other  fields,  31 

family     welfare     work,     69-73, 

291 
medical    social    work,    55,    112, 

145,  146,  147 

psychiatry,  1-3 1,  32 
Psychiatric  social  workers: 

attitudes  of  psychiatrists  toward, 
132-133,    234 

definition,  29—30.  See  also  Psy- 
chiatric social  work,  definition 

function.  See  Function  of  psychi- 
atric social  workers 

number,  76-85 
placement  opportunities,  4,  75, 

106— 1 1 3 

professional  preparation.  See  Pro- 
fessional education,  Professional 

equipment 
relationships.  See  under  Relation- 

ships 

salaries,   100—105,   J39>   320—321 

turnover,  4—7,  85—96 

types   of   agencies   employing,    78- 

'  
85 

use  of  title,  1 14 

Psychiatric  Social  Workers  Club,  46, 

79>  295,  298 
Psychiatrists: 

as  instructors  in  schools  of  social 

work,   261,   275,   276,   281,   285 

attitude  toward  psychiatric  social 
workers,   132-133,  234 

education  of,  244 

in  colleges  and  universities,  189- 
190 

in  nursery  schools,  188 

in  private  schools,  185-187 
in  public  schools,  173,  174,  176 
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Psychiatrists   (conl.)  : 

working  relationships  with  psychi- 
atric   social    workers,    18,    132- 

134,     159-160,     194,     203-206, 
212,  238—239 

Psychiatry: 

and  social  work,  1— 31,  32 
changing  emphases,  33 
classical,  9 

dynamic,  9-10 
Psychoanalysis : 

influence   on    social    work,    10,    32, 

2i5>   21%  235 

relation  to  psychiatry,   10 

Psychologists,   17,  21,  43,   185 

Public    agencies.    See    Public    welfare 

agencies 
Public     Education     Association,      64, 

301 Public 
   

health 
   

nursin
g    

organi
zation

s, 

162-1
70,  

196 

case  work,
  

164 

courses
    

in     mental
    

hygiene
,     

163, 

164—166 
development    of    psychiatric    social 

work,  68-69 

educational  programs,   162—163 

function  of  psychiatric  social  work- 

ers, 20-22,  69,   162—170 

number  of  psychiatric  social  work- 
ers, 80,  81,  83 

placement    opportunities,    107,    112 

Public  schools.  See  Educational  insti- 
tutions 

Public  welfare  agencies,   25,   80,    81, 

83>  107,  313 

Putnam,  James,  36 

Red  Cross.  See  American  Red  Cross 

Reeve,  George  H.,  253,  267 

Relationships: 

client  and  family,  238-239 

parents  and  children,  155—157 
psychiatric    and     social     treatment, 

58-59,  237-238 
psychiatric  social  work  to  psychia- 

try and  education,   186-187 

Relationships   (cont.)  : 

psychiatrist  and  social  worker,    18, 

132-134,     159-160,     194,    203- 
206,   212,   238—239 

schools  and  social  agencies,  63,  180 

social  worker  and  client,   148—149, 

204—209,     212,     220—221,     223, 232—233 

social  worker  and  parents,  157—159 

social  worker  and  school  staff,  181— 

182,  182—183,  192-193 
student    and    supervisor,    271,    279, 

280-282 

Relationship  therapy,  216,  219,  220— 
222,  227—228,  230-233 

Research,  80,  83,  107 

Reynolds,  Bertha,  vi,  218 
Richmond,  Mary  E.,  34,  69 

Robb,  Christine,  vi,  118 

Salaries,   100—105,   139,  320-321 

School  social  workers,  20-22,  161, 

170—195,   196—198 
Schools.    See    Educational    institutions 

Schools  of  social  work.  See  Profes- 
sional education  and  under  name 

of  school 
Schumacher,  Henry  C,  253,  268 

Schuyler,  Louisa  Lee,  34 

Scoville,  Mildred,  308,  309,  316, 

317 

Simmons  College  School  of  Social 

Work,  40,  244,  245,  252,  260, 

269,  270,  283,  285,  289.  See 
also  Professional  education 

Smith  College  School  for  Social 

Work,  244,  245,  247-250,  251, 
252,  259,  269,  270,  272,  274, 

283,  289,  296.  See  also  Profes- 
sional education 

Social  case  work  agencies: 

as  training  centers,  270—271 

function  of  psychiatric  social  work- 
ers, 23-27,  69-73 

number  of  psychiatric  social  work- 

ers, 80-83 
See    also    Child    welfare    agencies, 

Family  welfare  agencies 
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Social  histories,  39,   126,   128,   153 
Social  treatment.  See  Treatment 

Societies     for     mental     hygiene.     See 

Mental     hygiene     societies     and 

state  departments  of  mental  hy- 

giene 
Solomon,    Maida,    vi,    45,    46,    296, 

298,  303,  305,  308 
Southard,  E.  E.,  37,  40,  247 

Specialized    training    for    psychiatric 
social     work.     See     Professional 

education 

State  departments  of  mental  hygiene. 

See  Mental  hygiene  societies  and 

state  departments  of  mental  hy- 

giene 
State  hospitals,    16-17,    123—124.   See 

also  Mental  hospitals 

Stevenson,  George  S.,  59,  157,  205 

Stowe,  Marguerita  Ryther,  51 

Taussig,  Frances,  71 

Teachers,   21,   22,   24,   176-177,   179, 
182-183 

Teaching  of  psychiatric  social  work. 
See  Professional  education 

Techniques,  emphasis  on,  in  study  of 

treatment,  210—215 
Therapist,    psychiatric    social    worker 

as,    26—27,    215—216,    218,   233— 
235.  See  also  Therapy 

Therapy: 

application  to  case  work,  230-232 

attitude,    159,    216,    219,   222—228, 
230-233,  239 

influence    on    case    work    generally, 

232 

passive   technique,    216,    219,    228- 

230,  230-233 

relationship,     216,     219,     220—222, 
227—228,  230—233 

selection    of   clients   for,    230—231, 
232 

See  also  Treatment 

Thompson,  Christine  Robb,  vi 

Training  for  psychiatric  social  work. 
See  Professional  education 

Traveling  clinics,  62,  136,  155 

Treatment,    8,    17,    18,    19,    25,    27, 

199-241 
changing  emphases,  202—210 
controversial  issues,  230—237 

in    qhild    guidance    clinics,    58-59, 

158—160 in  government  hospitals,  55 

in  mental  hospitals,  129— 131,  237— 
241 

new  developments,  215—230 

procedures,  26,  199—200,  204—205, 
210-215,  217—218 

social    and    psychiatric,    152,    153, 

i54 

See  also  Therapy 

Tucker,  Katharine,  68 

Tulane    University    School    of    Social 

Work,  244,  245,  253,  270,  283. 
See  also  Professional  education 

Turnover    among    psychiatric    social 

workers,  85—96 

United   States  Public   Health   Service, 

51,  52,  296 
United    States    Veterans'    Administra- 

tion, 52,  123,  124,  125 

hospitals.  See  Government  hospitals 

United  States  Veterans'  Bureau,  52-56 

Visiting  teacher  work: 

development,  41,  64—66 
function,   176—184 

placement  opportunities,  112 
relation  to  psychiatric  social  work, 

64—66,   172—176 

training,   184—185,  285 

Westchester    County    Department    of 
Child  Welfare,  300 

Western  Reserve  University  School  of 

Applied     Social     Sciences,     244, 

253,    260,    266,    267,    268,    270, 

283,    289.   See  also   Professional 
education 

Wickman,  Katharine  M.,  vi,  314 

Williams,  Frankwood  E.,  295 

World  War,  effect  on  psychiatric  so- 
cial work,  4,  40,  247 
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